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Health Financia'l systems GrBsoN GENERAL HosprrAL rn Lieu of Form cMS-2552-10
rhis report is required by 1aw (42 usc 13959; 42 cFR 413.20(b)). Falure to report can result in all interim FoRrv AppRovED

ts made since nnl 38-
HOSPITAL AND HOSPITAL HEALTH CARE COIVPLEX COST REPORT CERTIFICATION
AND SETTLEMENT SUIVIVARY

Provider CCN:151319

;PART I - COST RFPORT STATUS
Provider 1.I x lElect oatet 2/2O/2OL3 Time: 2:45 pm

report

Provi der I x ] Electronically filed cost report
use only

f.L^lrr|rsvgvJrrsyv

2. t I Manually submitted cost report
3. t 0 lrf this is an amended report enter the number of times the provider resubmitted this cost
4. I F It,tedicare utilization. Enter "F" for full or "1" for low.

Fron LO/0L/?0!!
ro 09/30/2012

Worksheet S
PATTS I-III
Date/Time Prepared:
2/20/20L3 2i45 on I

10.NPR DAtE:
ll.contractor's Vendor code:
12. [ 0 ]If line 5, column 1 is 4: Enter

number of times reooened = 0-9,
(4) Reopened
(5) nmended

ADIVINISTRATIVE ACTION, FINE AND/OR IIVPRISONI\4ENT UNDER FEDEML LAW. FURTHERI\4ORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE

PROVIDED OR PROCURED THROUGH THE PAYIVENT DIRECTLY OR INDIRECTLY OF A KTCKBACK OR WERE OTHERWISE ILLEGAL, CRIII4INAL, CIVIL AND
ADMINISTMTIVE ACTION. FINES AND/OR IMPRISONI\4ENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADIVINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above certification statement and that I have examined the accompanying
electronically filed or manually submitted cost report and the Balance sheet and Statement of Revenue and
Expenses prepared by GrBSoN GENERAL HoSPTTAL ( 151319 ) for the cost reporting period beginning 10/01/2O11 and
ending 09/30,/2OL2 and to the best of my knowledge and belief, this report and statement are true, correct,
complete and prepared from the books and records of the provider in accordance with applicable instructions,
except as noted. I further certify that I am familiar with the laws and regulations regarding the provision of

5. [ 1 ]cost Report status 6. Date Received:
(l-) As Submitted 7, Contractor No.
(2) settled without rudit !. I N ]rnitial Report for this Provider c
i:j settt.u with Audit 9' t N lrinal neport for this Provider ccN

IPART II - CERTIFTGATIoN
I4ISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL. CIVIL AND

health care services, and that the services identified in this cost-{'eport were provided i1 compliance with such
lawsandregulations. : / I - ft./ I | +
Enclytrrtion -rn]fglmSIron (sisned) (nn M
EcR: Datet 2/20/20L3 Time: 2:45 pm /'offiCerrof Administryftor of provider(s)

:;;",fii:;;.'J.',Y,?J"J;l;i#'' ,Z:-25 - z9(3-,
cprczovvuoPlcxui u rQTHPkoNks PGf Date
Eqwd!t{l]Hsx0. qlrnlv

I t Title xvrrr ----T ----r ritle xvrrr - --T -__-

ritle v ' -"tiit ;- T- ia-rt' e -i Hrr
r.bo i 2.ob- | Loo i a.oo

PART IrI - SETTLE|IENT SUtltlARY

vqLc. Ll Lvl LVLJ I

dq4c. tPwl wlHJj oPEu0. 5CnT95j 310
nmy'i S0GtQF2LSyai nrl OQCV5Cl2mvl

TitleTql\410 3 EuQSOQZa14

Hospi tal
subprovider - rPF
subprovider - IRF
SUBPROVIDER I
Swing bed - SNF

Swing bed - NF

l-.00
2 .00
3 .00
4.00
s.00
6. 00
7. 00
8 .00
9.00
10.00

SKILLED NURSING FACILITY
NURSING FACILITY
HOI4E HEALTH AGENCY I
RURAL HEALTH CLINIC T

68 ,97 4
0
0
0

33,019

-_,. f0Lr993l -
ooram for the e'len

11.00 FEDERALLY QUALIFIED HEALTH CENTER I
12.00 cMHc r
200.00 Total
rtre -ar-ove am-ounii
according to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
disp]ays a valid o[48 control number. rhe valid oMB contro] number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection, rf you
have any comments concerning the accuracy of the time estimate(s) or suggestions folimproving the form, please write to: cMs,
7500 security goulevard, Attn: PRA Report clearance officer, Mail stop c4-26-05, Baltimore, waryland 2t244-785O.

oTTi ieT6/-narf n i tt./t-oi of p rovi de r (s)

McRrF32 - 3.5.136.0
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Health Financial

1,00 istreet:1800 SHERMAN DRrVE

2.00,city: PRTNCEToN

3.00 Hospital
4.00 suborovider - rPF
5,00 lsubprovider - rRF
6.00 isubprovider - (other)
7.00 lswing Beds - sNF

i8.00 iswing Beds - NF
9.00 HosDital-Based sNF
10,00 ittospital-aased nr
11,00 iHosoital-eased oLtc
12.00 iHospital-Based HHA

13.00 iseparately certified Asc
14.00 iHospital -gased ttospice
15.00 jHosp'ital-eased Health clinic
16.00 iHospital-sased Health c'linic
17.00 iHospital-eased (cMHc) r
18,00 iRenal oia'lysis
19 .00 iother

GIBSON GENEML HOSPITAL CMS-

HOSPITAL AND HOSPITAL HEALTH CARE COI4PLEX TDENTIFICATION DATA Provider ccN: 151319

3.00

peri od:
rron IO/OL/2OL!ro 09/3o/2otz

12/76/2003

I

I

t2/16/zoo3i
i
I

i

06/t4/L969, N

l

I

10/t9/t99si N

I

worksheet s-2
PATI I
Date,/Time Prepared:
2/20124]3 1:52 Bm

1.00 i t.qq
Hospltal and ttqspital xealth care complqx Address:

4.00

Payment system (P,
T, o, or N)

lPo Box:
lstate: IN

coiiponeriitrime

151319

152319

15 5093

L57 445

2L780

2r780

21780

2L780

1.00
2 .00

3 .00
4 .00
s .00
6.00
7.00

8 .00
9 .00

10.00
r.1. 00
12.00
13.00
14 .00
15 .00
16.00
17 .00
18 .00
19 .00

r. oo
Hospltal and ttospjta'l-3ased copponent tdentlflcatlon:

rn-stater out-of r out-of
laedica'id, state I state
eligible I raedicaid I Medicaid
unpaid I paid days; eligib'le

From: I To:
_ 1.00 .2.00

LO/OL/1O71' Og/30/ZOtZ i 20.oo
2l I 21.00

2i

uedi cafd
HMO days

N

Other
tledi cai d

days

22.OO

23 .00

I

l

20.00 lcost Reporting period (mm,/ddlyyyy)
21.00 lType of control (see instructions)

rnpat'lcnt pPs Information
22.00 tDoes this facility qualify for and is it current"ly receiving payments for N

I rn-stat€
I t'ledi cai d
I oaid davs

I 1.00

I

T

days
2 .00 3 .00

-'i
I

i

i

I

0l

I

I

Date

l

0

i

I

i
I

i

i

0l

unpai d
4.00 5 .00

24.00 irf this provider is an rPPs hospitai, entar the
iin-state lredicaid paid days in col. 1, in-state
iMedicaid e'ligible unpaid days in co1. 2,
iout-of-state uedicaid paid days in col. 3,
iout-of-state t'ledicaid efigible unpa'id days in col.
i4, Medicaid HMo paid and eligible but unpaid days i
icolumn 5, and other tqedicaid days in column 6.

25,00 irf this provider is an rRF, enter the in-state
jn,tedicaid paid days in col. 1, the in-state Medicaid
e'ligib'le unpaid days 'in col, 2, out-of-state
it"ledicaid days in col. 3, out-of-state tledicaid
teligible unpaid days in col. 4, Medicaid HMo paid
jand eligible but unpaid days in co1. 5, and other
uedicaid days in col. 6.

0
I

I

I
I

I

I

I

I

0i
j

l

I

l
l

l

l

urban/nural
1.00

of 6eogr
2.00

oi zs.oo

t6.ob

27.00

35 .00

26,00 iEnter your standard geographic classification (not wage) status at the beginn'ing of
icost reporting period. Enter "1" for urban or "2" for rural,

27,00 ienter your st;ndard geographic c'lassification (not wage) status at the end of the cost
ireporting period. Enter in column 1, "1" for urban or "2" for rural. rf applicable,
ienter the effective date of the geographic reclassification'in column 2.

35,00 ilf this is a sole community hospital (scH), enter the number of periods scH status in
ieffect in the cost reporting period.

the

s

2

zi

i

0i

disproportionate share hospital adjustment, in accordance with 42 cFR 5412.106? rn
lcolumn 1, enter "y" for yes or "N" for no. rs th'is facility subject to 42 cFR section
5412.06(c)(2)(Pickle amendment hospital?) rn column 2, enter "v" for yes or "tt" for no.

23.00 which method is used to deteroine l,ledicaid days on lines 24 and/or 25 below? rn column23.00 which method is used to deteroine l,ledicaid days on lines 24 and/or 25 below? rn column
1, enter 1 if date of admission, 2 if census days, or 3 if date of discharge. rs the
method of ident'ifying the days in this cost reporting period different from the method

,, ., use_d in t[e prior.cost reporting period? rn co]umn 2, enter "v" for yes or "N_" for nq.

IBSON GENERAL SNF

HOI\4E HEALTH

McRrF3z - 3.5.136.0
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Health rinancial sysllqs __*____ GrBsoN GEN-ERAL Ho,sPrrAL

HosprrAl AND HosprrAL HEALTH CARE coMpLEX rDENTrFrcATroN DATA I provider ccN:151319 | eeriod: I worksheet s-2
Fron L0/O1/Z011 i Part r
To 09/3O/Z0]-2 I Date/Time ereparedr

.?1?9/?413 1is? po -i neginning: , endi.ng:

36.00 Enter applicable beginning and ending dates of scH status. subscript line 36 for numberj 
1'00 

, ''oo I ie.oo
]of periods in excesi of one and entei subsequent dates. i i l

37.00 rf itris is a r4edicare dependent hospital (uott), enter the number of periods MDH status ] Oi ] 37.00
i'in effect in the cost reporting period. 

,

39,00 iDoes th'is facility qualify for the rnpatient Hospital Payment Adjustment for Low volume ttospitals in i

iaccordance with 42 cFR s412,101(b)(2)(ii)? Entef in column 1 "Y" for yes. or "N" for no. j

1.00
i2dnni 39.00
i

36.00 Enter applicable beginning and ending dates of scH status. subscript line 36 for numberj , ; fe.OO
of periods in excess of one and enter subsequent dates. I i

37.00 rf itris is a r4edicare dependent hospital (uott), enter the number of periods MDH status ] Oi ] 37.00
i'in effect in the cost reporting period. 

,

38,00 Enter applicable beg'inn'ing and ending dates of MDH status. Subscript line 38 for number] i 38.00
of periods in excess of one and enter subsequent dates. I 

"/, 
-i- -_

V , XVIII XIX i

1.00 I z:qq i 3.00 l- 
Eospective payrcnt system (PPs)-capital

45.00 iDoes this facility qualify and receive capital payment for disproportionate share in accordance
]with 42 cFR section 5412.320? (see instructr'ons)

46.00 lls this facility e1i9ib1e for additional payment exception for extraord'inary circumstances
lpursuant to 42 cFR 5412.348(f)? rf yes, complete worksheet L! part rrl and L-1, Parts r through
]III.

47.00 lrs this a new hospital under 42 cFR 5412.300 ees capital? Enter "Y for yes or "N" for no.
48.00 r_s the facility electing full federal capital pay!!p!t? Enter "Y" for yes or "N" for no.

,Teaciing rospitals_
56.00 irs this-a holpitalinvolved in training residents'in approved Gt"tE programs? Enter "Y" for yes

ior "N" for no,
57,00 If line 56 is yes, is this the first cost reporting period during which residents in approved

GME programs trained at this faciiity? Enter "Y" for yes or "N" for no in column 1.. rf column 1
ris "v" dia residents start training in the first month of this cost reporting period? Enter "Y"'
ifor yes or "N" for no in colunrn 2. rf column 2 is "y", complete worksheet E-4. rf column 2 is
i"t't", comp'lete worksheet Dr Part rrr & rv and D-2, Part rr, if applicable.

58.00 irf line 56 is yes, did this facility elect cost reimbursement for physicians'services as
idefined in cMs Pub. 15-1, section 2148? Tf yes, complete worksheet D-5.

59.00 inre costs claimed on line 100 of worksheet A? rf yes, complete worksheet D-2, Part r.
60.00 iAre you claiming nursing school andlor allied health costs for a program that meets tlclaiming nursing school andlor allied health costs for a program that meets the

-operated criteria under $413,85? Enter "Y" for yes or "N" for no-.(see'instruip_rovidel-opqlet-ed-,c_f i1_eqia un!q1 $4-13,85? Enter "Y" for y,es or "N" for no. .(see 'instryctions)
,V/N]IMEAI Y/N

N

N

N

N

N

N

N

l

N

N

45.00

46.00

47 .00
48 .00

56 .00

57 .00

N

N

N

N

58. 00

59 .00
60.00

IME Average Di rect
AVET

N

N

2.00
0.0061.00,Did your facility receive additional FTE slots under AcA section 5503?

ienter "Y" for yes or "N" for no in column 1. rf "Y", effective for
iportions of cost reporting periods beginning on or after July 1, 2011
ienter the average number of primary care FTE residents for rluE in column
i2 and direct GME in column 3, from the hospital's three most recent cost
lleports ending:nd submitted before_ warch 23, 2010. (see instructions)
lAcA provisions AffectJng the rga]lt!_Re_sottrqes and services ldministra!_i

62.00 lEnter the number of FTE residents that your hospital tra'ined in this
tcost reporting period for which your hospital received HRSA PCRE funding
ifsee instructions)l(see instructions)

62.01 lEnter the number o

L. 00
N 6r..00

62 .00

OZ.UI

that Clai! R.:.idents in m4-Rrovider Settings
trained residents in non-provider settings during this I N I i 63.00

icost reporting period? Enter "Y" for yes or "N" for no in column 1. tf I i r j

I Honprovider I ttospital col. 2))
i site : ___i
i 1.00 i 2.00 , 1.00 ,, 1

section 33(X of the AcA lase Year rte nesidents ln ttonprovider settings--ThJs base yeaf is your cost reporting l

lperlod that beglns on or after Ju]y 1, 2009 and befor,e June 30, 2019.
64.00 lEnter in column 1, if line 63 is yes, or your facility tra'ined residents

iin the base year period, the number of unweighted non-primary care
lresident FrEs attributable to rotations occurring in all non-provider
isettings. Enter in column 2 the number of unweighted non-primary care
lresident FTEs that trained in your hospital. Enter in column 3 the ratio
iof (co'lumn 1 divided by (column 1 + column 2)). (see instructions)

lHas your faciiity trained residents in non-provider settings during this I N I i 63
rcost reporting period? Enter "Y" for yes or "N" for no in column 1. tf I i r l

lyes, complete lines 64-67. (see instructions) j I I I -
I unweighted I unweighted Ratio (col, 

,r FTE5 | rres in 1/ (col. 1 + i

| ..--,i--a

,I

0.001

I

I
I

I

I
I

0. 00i 0.0000001 64.00

MCRrF32 - 3,5,136.0



DATA i provider ccN:151319 | period: I worksheet s-2
I i rron !o/01/2011 i Part r
| | ro 09/30/2072 i gelllliq9 prepared:
I i i2/20/20]-3 1:52 pm _

I irogram codi i unweighterj i unweighted I riatio'tiot'. "

:, : FTES.. j rres..in I 3/ (co'l .-3 +
: 1 xonprovider i xosnital ' co]. 4)) 

l: i s!!e I ,', 2.oo I i.oo i c.oo : s.oo 
.

| 0.001 0.00i 0.000000i 6s.00

iliillltlil,ill ll,ltil:lrt
I:lilljrrr]'i t;li riItiiillilillil

i unweighted I unwelgtrtea r natio (iol.-
FTE5 ; FrEs in , 1/ (col. I +

, Honprovider ! tospital col, D) 
]I; 1.00 ] 2.00 3.00 I _

ln ronprovider settings--Effective for cost reporting per{ods i

'-]'ooi

rn Lieu of Form cr{s-2552-10

.i
0.000000i 66.00

i

i

GIBSON GENERAL HOSPITAL

ibeg:lnnlng on or after July 1, 2010
66.00 iEnter in column 1 the number of unweighted non-primary care resident

:rrEs attributable to rotations occurring in al1 non-provider settings.
irnter in column 2 the number of unweighted non-primary care resident
irtrs that trained in your hosp'ita1. Enter in column 3 the ratio of

_ __.i(qolumn 1 dr'v'id_gd by_ (coluq4-!_1s3tlumn 2)). (see instructions)
Program Nane Program Code

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION

Program Name

1.OO
65.01 iEnter in column 1, if line 63 ijis yes, or your facility

itrained residents in the base
lyear period, the program name.

iEnter in column 2 the program
lcode, enter in coiumn 3 the
lnumber of unwe'ighted primary
icare rre residents attributabl€
ito rotations occurring in all
inon-provider settings. Enter in
icolumn 4 the number of
iunweighted primary care
iresident FTES that trained in
iyour hospital. Enter in column
i5 the ratio of (column 3

idivided by (column 3 + column
____r4) . (se_e in:tructions)_

sectJon t504 of-the AcA current Year FTE Residents

o
o
OtI
!-
o
O
o
o
O
O
O
o
o
o
o
o
o
o
oarr
o
o
O
O
o
o
o
O
a
O
O
o
o
o
o
ar
O
o
o
o

I unweighted natio (col.
FTEs in 3/ (col. 3 +
Hospital col. 4))

urwei ghted
F'ES

Nonprovi der
Si te-- -:.oo2 .00L.00

Ezoo frf ti-ne Or is ves, ttren,Jor'--- I 
-----

each primary care residency
program in which you are
training residents, enter in
column 1 the program name.
Enter in column 2 the program
code. Ent€r in column 3 the
number of unwe'ighted primary
lcare rre residents attributable
Ito rotations that occurred in
jnonprovider settings for each
lapplicable program. Enter in
jcolumn 4 the number of
lunwe'ighted primary care FTE

lresidents in your hospital for
teach applicable program. Enter
lin column 5 the ratio of column
13 divided by the sum of columns
t3 and 4. use subscripted lines
i67,01 through 67.50 for each
tadditional primary care
iprogram. rf you operated a
iprimary care program that did
;not have FTE residents in a

lnonprovider setting, enter zeroi
jin column 3 and complete all
iother co'lumns for each
iapplicable program.

3.5.136.0MCRIF32 -



tlnpatient Psych{atrJc Facl'llty PPs
70.00 rs this facility an Inpatient Psychiatric Facility (IpF), or does it contain an IpF subprovider?i N

Enter "Y" for yes or "N" for no, i

71.00 rf line 70 yes: coiumn 1: oid the faciiity have a teaching program in the most recent cost I

report filed on or before November 15, 2004? Enter "y" for yes or "N" for no. column 2: Did i

Ithis facility train residents in a new teaching program in accordance with 42 cFR S4l-2.424 i

l(d)(1)(iii)(D)? Enter "v" for yes or "N" for no. column 3: rf column 2 is y, enter 1, 2 or 3 i

lrespectively in column 3. (see instructions).rf this cost reporting period covers the beginning I

O
o
o
oI.
!-
o
o
o
a
O
o
o
o
o
o
a
o
o
o
o
h
t-
o
o
o
I
o
o
o
o
o
O
o
o
o
o
oa-
-
v

a
o
o
O

Health Financial systems GIBSON GENERAL HOSPITAL
HOSPITAL AND HOSPITAL HEALTH CARE COI4PLEX IDENTIFICATION DATA

Long_Term care xospital rts
80,00 irs this a long term care hospital (Lrc!)? Enter "y," for yes eld '''\" f.o1 no.

TEFRA ProvJders
85.00 irs-Thisa new'hospital under 42 crn section 5413.40(f)(1)(i) TEFRA? etrtei"v" for yes or "N"
86,00 lDid this faci'lity establish a new other subprovider (excluded unit) under 42 cFR section
_,___15413--{0,(fl(Dcll-lgntedY" f-or yes and "N" for no.

jiitte v anii xrx services
90,00 boes ahis aacility-hive-tTtii V inVor xrx inpatient hospital

iof the fourth year, enter 4 in column 3, or if the subsequent academic years of the new teachingj
ptojla{_ in exjlftence,_enqr !,__Ge-q instructions) i'Inpat{ent Rehab'i'litatJon Flcilily Pps 

r75.00 irs this facility an rnpatient Rehabilitation raci'lity (rRF), or does it contain an rRFirs this facility an rnpatient nehabilitation raci'lity (rRF), or does it contain an rRF
subprovider? Enter "Y" for yes and "N" for no,

76.00 rf line 75 yes: column 1: Did the facility have a teaching program in the most recent cost
lreporting period ending on or before November L5, 2004? Enter "y" for yes or "N" for no. column
12: oid this facility train residents in a new teaching program in accordance with 42 cFR
)54L2.424 (d)(1)(iii)(D)? Enter "Y" for yes or "N" for no. colurnn 3: rf column 2 is v, enter 1, 2

lor 3 respectively'in column 3. (see instructions) rf this cost reporting period covers the
tbeginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the

_lneur_leaching plogqam jn existence, enter 5. (see instructions) -i

70 .00

71.00

75.00

76. 00

_l,oo i
T _ lt --l so.oo

85 .00
i 86.00

services? Enter "Y" for
iyes or "N" for no in the applicable column.

91.00 rs th'is hospital reimbursed for title v and/or xrx through the cost report either in
full or in part? Enter "y" for yes or "N" for no in the applicable column.

92.00 Are title xrx NF patients occupying title xvrrr sNF beds (dua1 certification)? (see
linstructions) Enter "Y" for yes or "tt" for no in the applicable column.

93.00;Does this faci'lity operate an r€F\MR facility for purposes of title v and xrx? Enter
t"y" for yes or "N" for no in the applicable column,

94.00 iDoes tit-le V or XIX reduce capital cost? Enter "y" for yes, and "N" for no in the
applicable column.

95.00 rf'line 94 is "Y", enter the reduction percentage in the applicable column.

Rural Providers
fOS.OOiooes'this troipitai quaiffy as a iriticaj nccess nospital (cAH)? I

106.00irf this faci'lity qualifies as a cAH, has it elected the all-inclusive method of paymentl
ifor outpatient services? (see instructions) 

|

107.00lcolumn 1: If this facility qualifies as a cAH, is it eligible for cost reimbursement ilfor I &R training prograrns? Enter "Y" for yes or "N" for no in column 1. (see 
i

linstructions) rf yes, the GME elimination would not be on worksheet B, part r, column i

125 and the program would be cost reimbursed. rf yes complete worksheet D-2, part rr. I

icolumn 2: rf this facility is a cAH, do r&Rs in an approved medical education program I

Itrain in the cAH's excluded Ipp and,/or rRF unit? Enter "y" for yes or "N" for no in
icolumn 2. (see instructions)

108.00irs this a rural hospital quafifying for an exception to the CRNA fee schedule? see 42
_ ICFR Section S4_12.113(c). enter "v'for yes or "N" for no.

91.00

92 .00

93 .00

94.00

occupati onal
2 .00

N

N

N

- 
speech

_ 3.90
N

l

1108.00
l

_nespi rat?ry-f--
_. 4.00 

iN i109 .00

0.001

0 .00i

0. ool

3.00 l

95 .00
96.00

97 .00
l
1105 .00
1106. 00

;107 .00

fO9.Ob,rf ihis nolpitat-qualifies as a cAH or a cost provider, are
ltherapy services provided by outside supplier? Enter "y" i

ifor yes or "N" for no. foq each therapy. i

Physi ca l
1.00 -

N

1.00 . 2.00
.N

"tr""113na0us 
_Cost Report{ng InfornatJon

115.00irs this an all-inciusive rate provider? Enter "y" for yes or "N" for no in column 1. rf yes,
enter the method used (A, B, or e on]y) in column 2. If column 2 is "E", enter in co-lumn 3

leither "93" percent for short term hospital percent for long term care (includes
lpsychiatric, rehabilitation and long term hospital providers) based on the definition in cMs
l1s-r-,5220E.1.

116,00irs this facility classified as a referral center? Enter "y" for yes or "N" for no.
117.00irs this facility 1egaIly-required to carry malpractice insurance? Enter "y" for yes or "N" for

ino.
118.00ils the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy is

iclaim-made. Enter 2 if the policy is occurrence.

N

N

0

:

l0 1115 .00
i

l

l

l

I

i116.00
ilu. oo

irrs . oo
i

McRrF3z - 3.5.136.0
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2.00
118.OZiAre ma'lpractice premiums and paid losses reported in a cost center other than the

indninistrative and General? rf yes, submit supporting schedule list'ing cost centers
and amounts contained therein.

119,OODO NOT UsE THIS LINE
120.00]rs this a ScH or EACH that qualifies for the outpatient Hold ttarmless provision in ncn

53121 and appiicable amendnents? (see instructions) enter in colurnn 1 "Y" for yes or
"r.r" for no, Is this a rural hospital with < 100 beds that qualifies for the outpat'ient
tto'ld ttarmless provision in AcA 53121 and applicable amendments? (see instructions)
lEntelin co]umn 2 "v" for yes or "N" for no.

L21.00iDid this facility incur and report costs fo|imp'lantable devices charged to patients?
ienter "v" for yes or "N" for no.
Transplant center rnformation

l27,00ilf this is a Medicare certified heart transplant center, enter the certl1'rcatron clate i irzt.uu
tin co:lumn 1 and termination date, if applicable, in column 2. ] .

128.00irf this is a l4edicare certified liver transplant center, enter the certification date I ,fZg.OO
iin column 1 and termination date, if applicable, in column 2' 

I

129.O0iIf this is a Medicare certified lung transplant center, enter the certification date'inl i 129.00

HOSPITAL AND HOSPITAL HEALTH CARE CON4PLEX IDENTIFICATION DATA

.!fS,1Q-11Lj9t ,ilolintl of malp,ra,ctice. pfed.r.lt!li. and paid losses:

Premiums i Losses

1.00 2 ,00

1.00
N

N

Insurance l

.;-.., 3.00 
|0 0i118. 01

125.00iooes this faciiity operate a transplant center? Enter "Y" for yes and "N" for no. rf L N j125.00
lyes, enter certification date(s) (mmlddlyyyy) below. I : l

126.001If this is a Medicare certified kidney transplant center, enter the certification date i 126'00
in column 1 and termination date, if applicable, in column 2. I i

127,00irf this is a Medicare certified heart transplant center, enter the certification date i i127.O0

rrs . oz

I

I

i1 10 nn

i120. 00
i

I

l
l

i121.00
-l

irss.oo
lrso. oo
i1s7.00
11s8 .00
i1s9 .00
iroo. oo
1161. 00

iin collumn 1 and termination date, if applicable, in column 2. ] l

rcolumn 1 and termination date, if applicable, in column 2. i i

130.00;rf this is a Medicare certified pancreas transplant center, enter the certification | ,flO.OO
idate in column 1 and termination date, if app'licable, in column 2. i i

131.Oojrf this is a laedicare certified intestinal transplant center, enter the certification i i131.00
tdate in column 1 and termination date, if applicable, in column 2. I l

132.OOlIf this is a trtedicare certified'is1et transplant center, enter the certification date | 1132.00
lin column 1 and termination date, if applicab'le, in column 2'

133.O0irf this is a r"redicare certified other transplant center, enter the certification date | ]133.00
lfl lulutr{l I dllu LelilrltldLlull qalcr | | aPPl lLoulE

133.O0irf this is a r"redicare certified other transplant center, enter the certification date | 
]133.00

in column 1 and termination date, if applicable, in column 2'
134.001If this is an organ procurement organization (oPo), enter the oPo number in column 1 I ffA.OO134.001If this is an organ procurement organization (oPo), enter the oPo number in column 1 I ffA.OO

.alg tefminationjqte_, if applj,cab1e, -in col-umn 2, | -_ _ ___ i
n'll providers

140.00iAre there any related organization or home office costs as defined i_n CllS Pub. 15-l-, i N i140.00
ichapter 10? Lnter "v" foi yes or "N" for no in column 1. rf yes, and home office costs I i

:are claimed, enter in column 2 the home office chain number. (see instructions) I __,,_L-,_
1.00 i z.oo 3.00 i

'rf this faci'lity is part of a chain organization, enter on lines 141 through 143 the nane and adarejio} the home i
loffice and enter the holLe offige contractor name and cgntractor numler.

l4L.oolName: ]Contractor's Hame: lcontractor's Number: 1141.00
i-42.oolstreet: leo eox: I itor.oo
L43.q!licity: lstate: Jzip code: t14!'00

rq+.-00-Are pioviAli uisea physicians' costs included in worksheet n?
1,45,00rf costs for renal services are claimed on worksheet A, line 74,

servgqs=gq]y_!_qn,!.er "Y"_for ,ye_! or "N" for no.
are they costs for inpatient

L46.odiHas the c-ost-allocition methodology changed from the previously filed cost report?
tenter "v" for yes or "N" for no in co'lumn 1. (see cMs Pub. 15-2, section 4020) rf yes,
ienter the approval date (mm/dd,/yyyy) in column 2.

147.0oiwas there a change in the statistical basis? Enter "Y" for yes or "N" for no.
148.00iwas there a change in the order of allocation? Enter "Y" for yes or "N" for no.
149.00twas there a change to the simp"lified cost finding method? Enter "Y" for yes or "tt" for

ino' 
Part A Part I

i 1.00 I 2.00
Does this facillty conta'in a prov'lder that qua'lifles for an exemption fron the application
or charg€s? Enter "y" for yes or "il" for no for each cottponent for part A and part 3. (see

155.00iHospjtal i N i N 
I156.00isubprovider-rPF I N i N 
I1s7,oolsubprovider-rRF N 1 N 
I

1s8.ooisuBPRovrDER I I

159,00isNF I N I N

160.00inoMe HEALTH AGENCY i I N

161 .0oicruHc I n

1.00 i

v--h++. oo
N i145 .00

I

_ z.oo_L__
1146.00

i

i147 .00
irns . oo
[+s . oo

r.00 _
N

N

N

N

-_i-Title v ritle xrx
3.00 4.00

of the lower of costs
42 cFR 5413,13)

N

N

N

N

N

N

iN.N
iN

N

N

N

McRrF3z - 3.5.136.0
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Hea'lth Financiel !y!!gml_ _
HOSPITAL AND HOSPITAL HEALTH CARE COI\4PLEX IDENTIFICATION DATA

Form CN4S-

ilul ti campus
165.00irs this hospita'l part of a Mu'lticampus hospital

ienter "v" for yes or "N" for no.
that has one or more campuses in different cBsAs? I N i165.00

Provider ccN: l-5L319 Peri od:
From 70/01/20]-1
ro 09/30/20].2

worksheet 5-2
PATt I
Date/Time erepared:
?/2O/20L3 1:52 pm

1.00 i __

0.00j166.00

1.00__.__ r ,. _-,

county i state i zip code cBsA FrE/campus 
!

1.00 i 2.00 I 3.00 4.00 5.00
166,00irf line 165 is yes, for each

tcamous enter the name in column
io, county in column 1, state in
icoiumn 2, zip code in column 3,
tcBSA in column 4, FTE/campus in
tcol umn 5

,Hea]th rnformation T_-echnology (HIT) lncent'ive in the ruqrican Rlcovery and Re'investnent Act
167.00ii; thii'provider a rireaningfui user under section 51886(nJ? Ent;r "Y" for yes or "N" for no.
1"68.001If this provider is a cAH (line 105 is "v") and is a meaningful user (line 167 is "Y"), enter the

lreasonable cost incurred for the Hrr assets (see instructions)
169.00]rf this provide|is a meaningful user (line 167 is "Y") and is not a cAH (line 105 is "N"), enter thei

rtransition factor, (see instructions)

Name

0

I,-.."1
Y i167 .00

s4. sl-1168 .00'I

o. oq16e . oo

McRrF32 - 3.5.136.0
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Health Financi
HOSPITAL AND HOSPITAL HEALTH CARE REIi4BURSEMENT QUESTIONNAIRE

I 1.00 r 2.00
cenera1 :nstiuction: entir r for a'11 ves reiponses. Enter l{ for all m responsiJ. Enter a'll dates Jn the
'nn/dd/yyW fornnt.
,COITIPLETED BY ALL HOSPITALS
Provider organizat'lon and operatJon

1.OO lHas the provider changed ownership immediately prior to the beginning of the cost 
l

reporting period?.rf yes, enter the date of the change in column 2. (see.instructions)l
v/r
3 .00

2.00 iHas the provider terminated participation in the Nedicare Program? rf
tyes, entelin column 2 the date of termination and in column 3, "v" for
ivoluntary or "I" for involuntary.

3,00 irs the provider involved in business transactioris, including management

icontracts, with individuals or entities (e.9., chain home offices, drug
ror medical supply companies) that are related to the provider or its
tofficers, medical staff, management personnel, or members of the board
tof directors through ownership, contro'I, or family and other similar
relationships? (see instructions)

Y/N .

1.00. _:
Ni

N

oate
2.00

i 1.00
j

1_

3 .00

I

l

- _tate - .

3,00 |-1- ---
l

03/oL/20r1 I 4.00
l

5 .00

Legal oper._-
z.

7 .00
8 .00

9. 00

Y/N
1.00

rinanc'ial Data and Reports
4.00 icolumn 1: were the financial statements prepared by a certified public

iAccountant? co'lumn 2: rf yes, enter "A" for audited, "c" for compiled,
:or "R" for neviewed, Submit complete copy or enter date available in
lco'lumn 3. (see instructions) rf no, see instructions'

5,00 jare the cost report total exrienses and total revenues different from
those on the filed financial statements? rf yes, submit reconciliatign'

6.00

7.00
8 .00

9 .00

Appibved rducatJonal Act{vitles
'io1umn 1: Are costs claimed for nursing school? column 2: rf yes, is the provider isl
the 1ega1 operator of the program?
Are costs claimed for al'lied Health Programs? rf "Y" see instructions.
were nursing school andlor allied health programs approved andlor renewed during the
icost reporting period? rf yes, see instructions.
Are costs claimed for rntern-Resident programs claimed on the current cost report? rf i

Type
2 .00

1.00

Nr
N

N

iyes, see instructions. i

10.00 iwas an rntern-Resident program been initiated or renewed in the current cost report'ingi
lperiod? rf yes, see instructions. i

L1.00 lare GME cost directly assigned to cost centers other than r & R in an approved 
i

]reaching Program on worksheet A? rf yes, see-lnstructions. l
N

i
Bad Debts I

12.00 Ts the provider seeking reimbursement for bad debts? rf yes, see instructions. Y I 12.00
13,00 irf line 12 is yes, did the provider's bad debt collection policy change during th'is cost reporting r 13.00

jperiod? rf yes, submit copy.
14.00 irf line 12 i: yll, were pati see instructions. : _N i 14.00

i'- ; -- 
_:a_-- -. 1 -- ^^

rf line 12 i5 ysg-, were patient deductibles andlor co-payments waived? rf yes,
Bed colplellent.

i.5.00_:Did to_t'?] beds aydlsq_le change frorn _thgjrior cost reporting period? rl yes, see instructions. l! 
--JI,qo, I PartA r i| -r., -l 

iDate ]

---psrln.'oatJ
16.00 was the cost report prepared using the Ps&R l

neport only? rf either column 1 or 3 is yes,l
enter the paid-through date of the PS&R I

Report used in columns 2 and 4 .(see I

i nstructions)
17.00 was the cost report prepared using th€ Ps&R

rReport for totals and the provider's records
;for allocation? If either column 1 or 3 is
ryes, enter the paid-through date in columns
2 and 4. (see instructions)

18.00 rf line 16 or 17 is yes, were adjustments
made to PS&R Report data for additional
claims that have been bil'led but are not
included on the Ps&R Report used to file
,this cost report? rf yes, see instructions.

19,00 rrf line 16 or 17 is yes, were adjustments
imade to Ps&R ReDort data for corrections of
iother ps&n Report information? rf yes, see
i instructions.

20.00 irf line 16 or 17 is yesr were adjustments
lnade to Ps&R Report data for other? Describe
I the other adjustments:

Descri ption
U

: Y/!
| 1.00_. 2.00 i

i

I-t-'.-'--
oL/$/{o!3 , I ro.oo

17 .00

18 .00

19 .00

20.00

PrrAL rn Lieu of Form cMs-2552-10
provider ccrx rsrEil.-,period: Torksheet st

i rrom t0/0L/2011 i Part rr
I ro 09/30/?OLZ I Date/r'ime erepared:i i2/20/20L3 1:5i pm , _

MCRrF32 - 3.5.136.0
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$qllllilgrciet lyglems GrBsoN GENEML Ho,sprrAL _rn Lieri of rorm_c[4s-2552-10
HosprrAL AND HosprrAL HEALTH CARE REil4BURSET4ENT euEsrroNNArRE ] erovider ccN:151319 leeriod: - _,- jworksheet s-2

I j rrom t0/0L/2011 i Part rr
I J ro 09/30/2012 | Date/rime prepared:

I I 2/)O/7O11 1:S2 nm: I , ^i-- . .1 
2/20/20]3 Lt'? on

PATt A

21,00 iwas the cost report prepared only using the
provider's records? If yes, see
i nst ructi ons .

oescri pt i on
0

eqte
2 .00 r .._.-

Y/N
1.00

N 21. 00

22.OO
23.00

24.00

25.00

26. 00

27 .OO

28.00

29.00

30 .00

31.00

1.00
COIPLETED BY COST REIMBURSED AI{D TSFRA TOSPITALS O]TLY (O(CETT CHILDRENS HOSPITALS)
capita'l Relat€d cost

22.00 Have assets been re'lifed for l4edicare purposes? rf yes, see instructions
23.00 lttave changes occurred in the Medicare deprec'iation expense due to appraisals made during the cost

reporting period? If yes, see instructions.
24.00iwere new leases and/or amendments to existing leases entered into during this cost reporting period?

rf yes, see instructions
25,00 lHave there been new capitalized leases entered into during the cost reporting period? If yes, see

' 'i nstructi ons .

26.00 lwere assets subject to sec.2314 of oeru acquired during the cost reporting period? rf yes, see
I i nstructi ons .

27.00 itlas the provider's capitalization policy changed during the cost reporting period? rf yes, submit
foPY'
.rnterest Expense

26.99 iwere new 1oans, mortgage agreements or letters of credit entered into during the cost reporting
period? rf yes, see instructions.

29,00 Did the provider have a funded depreciation account andlor bond funds (Debt service neserve Fund)
treated as a funded depreciat'ion account? rf yes, see instructions

30,00 Has exist'ing debt been replaced prior to its schedu'led maturity with new debt? rf yes, see :

i nstructions.
31.00 Has debt been recalled before scheduled maturity rvithout issuance of new debt? rf yes, see

37.00 llf line 36 is yes, has a home office cost statement been prepared by the home office? i ru

rf yes, see instructions,
38.00 rf line 36 is yes , was the fiscal year end of the home office different from that of N

the provider? rf yes, enter in column 2 the fiscal year end of the home office.
39.00 trf line 36 is yes, did the provider render services to other chain components? rf yes, i N'see instructions.
40.00 rf line 36 is yes, did the provider render services to the home office? If yes, see N

-lI
I

-l

N

N

N

N

N

N

N

N

N

N

i

i

I

i n st ructi ons .

Purchased Services
32,00 Have changes or new agreements occurred in patient care services furnished through contractual N i 32.00

arrangements with suppliers of serv'ices? rf yes, see instructions. I

33.00 If line 32'is yes, were the requirements of Sec. 2135.2 applied perta'ining to competitive bidding? rf N 33.00
.l9r _g_99 _i nstructi ons . _'Provi der-Based ehys'i ci ans. .. .. l

34.00 Are services furnished at the provider facility under an arrangement with provider-based physiciansf y 34.00
If yes, see instructions.

35.00 iIf line 34 is yes, were there new agreements or amended existing agreements with the provider-based N 3s .00

37 .00

38.00

39.00

40.00

iphysi_Sjanq dqqilg tle .Co_9_!- lepo,r.ting pel:j-,od? _rJ yes, see_jnstq_q9!-j_9ns_. I

Home orrice costs 
y'__-Llb__]---!$,i_- l--

i

36.00 were home officEcosts clar'nred on-ne cost report? ----------i-- N -] 
:O.OO

MCRrF32 - 3.5.136.0
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Health Financial sy1t.sm1 _
GIBSON GENERAL HOSPITAL

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUEsTIONNAIRE provider ccN:151319
rron L0/01/2077
ro 09/30/20t2

worksheet s-2
PATt II
Date,/Time erepared:

i ?/2o/2u.3 r:l3,po__
PATI B

Y/N
3.00

oi!q
4 .00

or/03/2073

3.00

IMBURSEI4ENT I\4ANAGER

16. 00

17.00

18 .00

r_9 .00

20.00

21.00

41.00

42 .00

43.00

PS&_E_p3ta
16.00 iwas tfre cost ieport [repared using the PS&R 

I

jneport only? rf either column 1 or 3 is yes,l
ienter the paid-through date of the Ps&R 

I

'Reoort used in columns 2 and 4 .(see I

i i nstructions)
17,00 Was the cost report prepared using the PS&R

Report for totals and the provider's recordsl
for allocation? rf either column 1 or 3 is 

I

yes, enter the paid-through date in columns I

i2 and 4. (see instructions) 
|

18.00 .rf l'ine 16 or 17 is yes, were adjustments I

imade to PS&R Reoort data for additional I

iclaims that have been billed but are not
iincluded on the Ps&R Report used to file
rthis cost report? rf yes, see instructions. 

I

19.00 lrf line 16 or 1,7 is yes, were adjustments I

made to PS&R Report data for corrections of 
I

iother ps&n Report information? rf yes, see l

i n st ructi ons .

20.00 trf line 16 or 17 is yes, were adjustments
;made to Ps&R Report data for other? Describel
ithe other adjustments: i

21.00 'was the cost report prepared only using the I

provider's records? rf yes, see 
]

i nst ruct i ons .

cost Rgport Preparer contact Inforilatlon
4l-.00 'Enter the first name, last name and the title/position

held by the cost report prepdrer in columns 1, 2, and 3,
: respectivelY.

42.00 'Enter the employer/company name of the cost report
, preparer.

43.00renter the telephone nurnber and email address of the cost
report preparer in columns 1 and 2, respectively.

*, ' '-.-.'-j
l

I

i

i

RE

I

i

i

MCRrF32 - 3.5,136.0
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pi nanci al
HOSPITAL AND HOSPITAL HEALTH CARE CON4PLEX STATISTICAL

GENEML HOSPITAL

- 
cost centel oescriPtion

rxospital Adults & peds. (columns 5, 6, 7 and
i8 exclude swing aed, observation eed and
I ttospi ce days)
] HMO

lHMo rPF subprovider
HMo rRF SubProvider
lnospital Adults & eeds. swing Bed sNF
ittospital Adults & Peds, swing Bed NF

lrotal adults and peds. (exc'lude observation

worksheet I i

line tumber 
;

1.00 i

30.00i

31.00

44.00

101.00

No. of geds

2 .00

eed oays
lvai'l abl e

3 .00
2( 7 ,320i

i rrom LO/O!/2011 i Part r
i ro 09/30/2072 I Date/Ti me Prepared :i 2/20/2013 l-52 pn -

CAH Hours l

I'Qo :

44 ,976.0011.00

2 .00
3 .00
4. 00
5.00
6 ,00
7.00

i

i

l

44 ,976.001

9 ,792.Ooi

54 , 768 .00|

1.00

2 .00
3 .00
4 .00
5 .00
6.00
7 .00

8 .00
9.00

10.00
11.00
12 .00
13 .00
14 .00
15.00
r-6.00
17.00
l-8 .00
19 .00
20.00
21. 00
22.00
23 .00
24.00
25.00
26.00
26.2s
27 .OO
28 .00
29.00
30.00
31.00
32 .00
33 .00

ibeds) (see instructions)
8,OO iINTENSIVE CARE UNIT
9.00 iconoNanv CARE uNrr
1O.OO iBURN INTENSIVE CARE UNIT
11.00 SURGICAL INTENSIVE CARE UNIT
12.00 ]OTHER SPECIAL CARE (SPECIFY)
13,00 NURSERY

14.00 Total (see
15.00.cAH visits
1-6.00 SUBPROVIOER
17.00 SUBPROVIDER
l-8,00 isuBPRovrDER

i nstruct i ons)

19.00 iSKILLED NURSING FACILITY
20.OO NURSING FACILITY
21.00 IOTHER LONG TERM CARE

22.00 HOME HEALTH AGENCY

23,00 AMBULATORY SURGICAL CENTER (D.P.)
24.00 HOSPTCE

25.00 cMHc - CMHC

26.00 RUML HEALTH CLINIC
26.25 FEDERALLY QUALIFIED HEALTH CENTER

27.00 'Total (sum of l'ines 14-26)
28.00 observation Bed Days
29.00 Ambulance trips
30.00 iEmployee discount days (see instruction)
31.00 iemployee discount days - rRF
32.00 Labor & deiivery days (see instructions)
33.00 iLTCH non-covered days

2(

I

7,320i
l

1, 8301

I

I

I

I

9,150]

IPF
IRF

I
I

l

l
l

I

2sl
I

I

I

l

I

45
I

16 ,4701
I

I

I

I

I

!

I

MCRrF32 - 3,5,136.0
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HOSPITAL AND HOSPITAL HEALTH CARE COI\4PLEX STATISTICAL DATA

cost center oescript"ion

Health Financial

Hospital Adults & peds. (columns 5, 6, 7 and
8 exclude swing eed, observation ged and
Hospice days)

i HMO

HMO rPF Suborovider
iHt4o rRF subprovider
Hospita'l Adults & Peds. swing Bed sNF

uospita'l Adults & Peds. swing Bed NF

lTotal Adults and Peds. (exclude observation
beds) (see instructions)

8,OO ]INTENSIVE CARE UNIT
9.OO CORONARY CARE UNIT
1O,OO ]BURN INTENSIVE CARE UNIT
11.00 ]SURGICAL INTENSIVE CARE UNIT
12.00 OTHER SPECIAL CARE (SPECIFY)
13.00 iNURSERY
14.00 irotal (see
15.00 'cAH visits
16.00 ISUBPROVIDER

17.00 TSUBPROVIDER
18.00 i suBPRovrDER

i nstructi ons)

19.00 jSKILLED NURSING FACILITY
20,OO ]NURSING FACILIry
21.00 ]OTHER LONG TERM CARE

22.00 THOME HEALTH AGENCY

23.00 ,AMBULATORY SURGICAL CENTER (D,P.)
24.00 THOSPTCE

25.00 rcMHc - cMHc
26.00 RUML HEALTH CLINIC
26.25 FEDERALLY QUALIFIED HEALTH CENTER

27.00 Total (sum of lines 14-26)
28.00 observation Bed Days
29.00 Ambulance Trips
30.00 employee discount days (see instruction)
31.00 emp"loyee discount days - rRF
32.00 t-abor & delivery days (see instructions)
33.00 LTCH non-covered days

r/P Days / o,/P visits / Trips

Title xvrrr i ritle xrx rotal All
I Pati€nts

6.00 I 7.00 8.00

GIBSON GENEML HOSPITAL

Tit]e v

5 .00

Provider ccN:151319

L,251

1, 95r

181

2,L4'
I

1, 931

3 ,061

rron L0/0I/201L
ro 09/30/201'2

worksheet s-3
PATt I
Date/Ti me

1.00

2 .00
3 .00
4 .00
s .00
6.00
7.00

55t
(

(

69r

74i

0
0
0i
0i

r2Li
1951

ol

lesi
0l

i

0i

i

1.7Ll

0i
I

l
j

i

0

r, szq

6981

t27
2,693

408

3,101:
0i

L2,t72l

4. 1s6i

i 1.00

2 .00
3 .00
4.00
5.00
6.00
7 .00

8.00
9 .00

10. 00
1-r..00
12 .00
13 .00
14 .00
15 .00
16. 00
1"7.00
18 .00
19 .00
20.00
21.00
22.00
23 .00
24.00
25.00
26 .00
26.25
27 .OO

28 .00
29 .00
30.00
3r..00
32 .00
33 .00

f,JOi
i

0i
oi
0!

McRrF32 - 3.5.136.0
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lselt[ ial
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX

cost center oescription

STATISTICAL DATA

iHospital Adults & Peds. (columns 5, 6, 7 and
i8 exclude swing ged, observation eed and
I Hospice days)
. Htvo

iHNao rpr subprovider
'HMO IRF Subprovider
,Hospital Adu'lts & Peds, swing Bed sNF

inospital Adults & peds. swing Bed NF

iTotal Adults and peds. (exclude observation
i beds) (see i nstructi ons)

8.OO INTENSIVE CARE UNIT
9.OO iCORONARY CARE UNIT
10.OO BURN INTENSIVE CARE UNIT
].1.00 SURGICAL INTENSIVE CARE UNIT
12.00 orHER spEcrAL CARE (spEcrFy)
13.00 NURSERY

14.00 rotal (see
15.00 icAH visits
16.00 SUBPROVIDER
17.00 SUBPROVIDER
18.00 SUBPROVIDER
19.00 SKILLED NURSING FACILITY
20.OO NURSING FACILITY
21.00 OTHER LONG TERM CARE

22.00 HOME HEALTH AGENCY

23.00 ]AMBULATORY SURGICAL CENTER (D.P.)
24.OO,HOSPICE
25.00 CMHC - CMHC

26.00 RURAL HEALTH CLINIC
26.25 ]FEDERALLY QUALIFIED HEALTH CENTER

27.00 Total (sum of lines 14-26)
28.00 observation Bed Days
29.00 ambulance Trios
30.00 employee discount days (see instruction)
31.00:Employee discount days - IRF
32.00 ,uabor & defivery days (see instructions)
33.00 LTCH non-covered days

provider ccN: 151319

Ful'l Time Equivalents
Ijtotal tnterns] enployees on r

i & Residents i Payroll 
,

. 9.00 10.00

Nonpai d
vrorkers

11.00

259.75

30.39

4 .88

295.O2

Period: I worksheet s-3
Fron L0/OL/2011 i Part r
To 09/30/20!2 i Date/rime erepared:

i 2.12012013 ]:52_sn
Oi scharges

ritiev 'ritlexvrrr
12 .00

1.00

2 .00
5.UU
4 .00
5 .00
6.00
7 .00

U=oo -0r 398

t6

398

r..00

2 .00
3 .00
4.00
5 .00
6.00
7 .OO

8 .00
9. 00

L0. 00
11.00
12.00
13 .00
14.00
15 .00
16 .00
17 .00
18 .00
1-9 .00
20.00
21.00
22.00
23 .00
24.OO
25.00
26.00
26.25
27 .OO
28 .00
29 .00
30.00
31.00
32 .00
33 .00

i nstructi ons)

. IPF
- IRF

n nnl
i
I

I

i
I

I
I

0.00i

0.001
I

I

I

I

I

I

0.00i
I
!

0.00i
i
l

l

I

0.00i
i

l

0. 00i

I

l

o. ooj

0

MCRIF32 3.5.136.0
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BSON GENERAL HOSPITAL of Form cMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL

cost center Description

Provider CCN:151319
LO/Ot/2017
09/30/2012

worksh€et s-3
PATI I
Date,/T'ime Prepared:
2/20/2073 1:52 pm

1.00

2 .00
3 .00
4 .00
5 .00
6.00
7.00

8 .00
9 .00

10.00
11.00
12 .00
13 .00
L4 .00
15 .00
16.00
17.00
1E .00
19 .00
20 .00
21.00
22.O0
23 .00
24.00
25.00
26 .00
26.25
27.00
28 .00
29 .00
30.00
3r,. 00
32.00
33 .00

Peri
From
To

1. od

2.00
3 .00
4 .00
5 .00
6.00
7.00

5, 6, 7 and
Bed and

Di scharges
Ti tl e xrx i Total Al'l

, Patients
14.00 I is.oo

34i 64
l

l

I

I

I

64

I

iHMo rPF subprovider
iguo rnr subprovider
Inospital Adults & eeds. swing Bed sNF

Hospital Adults & Peds, swing Bed NF

Total Adu'lts and Peds. (exc'lude observation
beds) (see instructions)

8.OO INTENSIVE CARE UNIT
Loo iconotnnv CARE uNrr
IO.OO BURN INTENSIVE CARE UNIT
11.00 TSURGICAL INTENSM CARE UNIT
12.00 OTHER SPECIAL CARE (SPECIFY)
13.00 NURSERY

14.00 Total (see instructions)
15.00 cAH visits
16.00 iSUBPROVIDER
17.00 ISUBPROVIDER

1-8.00 , SUBPROVIDER
19.00 ;SKILLED NURSING FACILITY
20.OO INURSING FACILIW
2]..00 OTHER LONG TERi4 CARE

22.OO HOME HEALTH AGENCY

23.00 AMBULATORY SURGICAL CENTER (0.P.)
24,00 HOSPTCE

25.00 cN4Hc - cN4Hc

26.00 RUML HEALTH CLINIC
26.25 FEDEMLLY QUALIFIED HEALTH CENTER

27,00 Total (sum of 'lines 14-26)
28.00 ;observation Bed Days
29.00 Ambulance Trips
30.00 empioyee discount days (see instruction)
31.00 iEmpjoyee discount days - rRF
32.00 rLabor & delivery days (see instructions)
33.00 ILTCH non-covered days

IPF
IRF

MCRIF3Z 3.5.136.0
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Health Financial svstems
HOME HEALTH AGENCY STATISTICAL DATA

0. 00 i county

rod ieiln leercv srrrrirical orrl

,HOIIIE HEALTH AGENCY - ]{UUBER OF EIIP.IOYEES
3.00 ndministrator and Assistant ndministrator(s
4.00 Director(s) and Assistant oirector(s)
5.00 other Administrative Personnel
6.00 Direct Nursing service
7.00 Hursing Supervisor
8.00 Physicai rherapy service
9.00 Rhysical rherapy supervisor
10.00 occupational therapy service
11.00,occupational Therapy supervisor
12.00 iSpeech Pathology serv'ice
13.00 speech Pathology Supervisor
14.00 Medical Social Service
15.00 uedical social service SuDervisor
16.00 :Home Health Aide
17.00 Home Hea'lth Aide suoervisor
18.00 othllltspedly)_

HOi,lE HEALTH AGENCY C85A CODES

PPS ACTTVTTY DATA
21.00 skilled Nursing vr'sits
22.00 lskilled Nursing Visit charges
23.00 iehysical rherapy visits
24.00 iPhysical rherapy visit charges
25.00 .occupational Therapy visits
26.00 :occupational Therapy visit charges
27.00,speech Pathology visits
28.00 rspeech Pathology visit charges
29.00 Medical Soc'ial Service visits
30.00 Nedical Social service visit charges
31,00 Hone Health Aide visits
32.00 Home Health Aide visit charges
33.00 Total visits (sum of'lines 2L, 23, 25, 27,

29, and 31)
34.00.other charges
35,00 iTotal charges (sum of lines 22, 24, 26, 28,

i30, 32, and 34)
36.00 Total Number of Episodes (standard/non

I outl i er)
37,00 Tota] ttumber of outlier Episodes
38,00 lTotal Non-Routine Medical supply charges

rn Lieu of Form cMs-2552-10
worksheet s-4

Date/Ti me

Home Health
Agency I _

iGIBSON

Ti{le v I r'it'le xvrrr r Title xrx other
1.00 : 2.00 3.00 4.00

1.00 nome Hea'lth Aide Hours I 0l
2.00 unduplicated census count (see instructions)l 0.001

lEnter the number of hours inl staff conrract
: your normal work week i ,

ru-l I
wi thout
outl i ers

r".00

I

I

I

total 
i

I

I

0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.

00i
00
00i
00i
001

00i
00i
00i
00i
0oi
001

00i
00i
00i
001

00i

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.00 i

0.00
0.00 i

0.00 |

0.00 r

0.00 i

0.00i

3.00
4. 00
5.00
6.00
7.00
6.UU
9. 00

10. 00
11. 00
1) nn
IJ.UU
14.00
15 .00
L6 .00
17 .00
18.00

19.00.Enter in column 1 the number of cBsAs where 
I

iyou provided services during the cost I

reporting period.
20.00 List those cBsA code(s) in column 1- servicedl

iduring this cost reporting period (line 20

______ic_ontains the_Iiq! csde). _ _

l

I

121780___l
Ep i sodes 

Irlvith outliers 
i 
tuPA

r 2.00 1

19.00

20. 00

28) ?7.00

l

0i 34.00
363,363] 3s.oo

l

1731 36.00
i

1l 37.00
2,394i 38.00

7,26
163,64i

86
1r3,67'

L4
18,83r

3,68
!

I

58
42,12
2,88

I

341, 96

2,04

3(
3,88:

(

(

(

(

(

(

(

(

zl
1, 81(

5l

(

5,69:
0i

E,772i

bi

0i
267i

0l 0t 0: --d 1.00
146.001 0.00L 17.00i _163.90i - 2.00

iNumber of employees (ru1l rime Equivalent)l

ti

-3s-
4,528

13
L,7t2

263
0i
0
0i
0i
6i

4341
56

0l
6,9371

I

1el

41

l

--28 ---_r,rse- 
zr.oo

3,622 L75,671 22.O0
38i 9141 23.00

s,005 1-20,3911 24.00
0 14s1 2s.00
0 19,099 26.00

0 3,6881 28.00
0i 0l 2e.00
0i 0i 30.00
2t 61-51 31.00r4si 44,s14j 32.oo

68i 3,0601 33.00

[4CRrF32 - 3.5.136.0
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Health Financial GIBSON GENERAL HOSPITAL
PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA

T.Ob -rt ttris facitity contains a hospital-based sNF, were al1 patients under managed care
jor was there no tt4edicare utilization? Enter "y" for yes in column 1 and do not
icomplete the rest of this worksheet.

2 .00 ,Does this hospital have an agreement under either section 1883 or section 1913 for
'swing beds? Enter "Y" for yes or "N" for no in column 1. rf yes, enter the agreement
tdate (nn/dd/yyyy) in .golumn 2,

3.00 i

4,00 r

5.00
6 .00
7 .00
8.00
9.00
10.00
11.00
12 .00
13 .00
14 .00
15 .00
16.00
17.00
18.00
19 .00
20.00
21,00
22 .00
23 .00
24.00
25 .00
26.00 ,

27.OO I

28.00
29.00
30.00
31.00
32 .00
33 .00
34 .00
3s.00
36.00
37.00 

r

38.00',
39.00 i

40.00 i

41. O0

42.OO
43 .00
44 .00
45 .00
46.00 r

47.00
46.00
49 .00
50. 00
51.00
52 .00
53.00 |

54 .00
55.00
s6.00
57.00
58.00
59.00
60.00
61.00 i

62.00 i

63.00 i

64.00 
i

6s.00 i

66.00 I

67.00 i

68.00 I

Gro!p

1.00
RUX

RUL

RVX

RVL

RHX

RHL

RMX

RML

RLX
RUC

RUB

RUA

RVC

RVB

RVA

RHC

RHB

RHA

Rf4C

RMB

RMA

RLB
RLA
ES3
ES2
E5I
HE2

HE1
HD2

HD]-

HC?
HCI_

HB2

HB1
LEZ
LE1
LD2
LDl
LCz

LB2
LB1
cE2

cD2
cD1
cc?
cc1
cB2
cB1
cA2
cA1
SE3
5Ez
5Ef
SSC

SSB

ssA
IB2
IB1
TAZ
IA].
BB2
BB1
BA2
BA1

Provider ccN:151319

sNF Days

,2 .00

Period: I worksheet s-7
From 10/01/2011 iro 09/30/2012 | Date/rime erepared:

i_2/2a/2913Jt5.2_ pm

1.0q _

N

2.00

L2/76/2003

swinj aeU sttr rotal (sum
Days c_ol . 2 +

: 3,00 4.00

of:
3),

oi
0l
0i

0i
0l
0i
UI

0i
oi
0l
0t

0i
0l
ni-l
0l

28i
35i
721

138i
4s7i
4371
11ei
L241
257i

oi
4l
oi
0i
n

0
0
8

18
181

321

0l
TI

oi
0l
oi
0l
0i

rri
0i
oi
oi

3i

4si
0i

23i
0i

LIi
13i
2Li

0i
nl
nl

0t

0
0
0i
0
0l
0l
0l
0l
0l
0i

oi
ol

281

J) I

721
138 j

497 l

$71
119 

l

L24l
4) I

ol
4l
oi
0i
oi
0i
0i
8i

l.6i
18i
32

0t
I
0l
0l
0l
0i
0i

11i
oi
0i
0i

3i
4ei
0i

23i
0l

271

I'
2t
0l
0l
oi
ol

3 .00
4.00
5 .00
6.00
7.00
8.00
9 .00

10 .00
L1 .00
12 .00
1-3 .00
14 .00
15 .00
16. 00
17.00
18 .00
19 .00
20 .00
21.00
22 .00
23 .00
24.00
25 .00
26.00
2.7 .00
28. 00
29 .00
30.00
3L.00
32 .00
33 .00
34 .00
35.00
36.00
37.00
38.00
39. 00
40.00
41-.00
42.00
43 .00
44 .00
45 .00
46.00
47.OO
48 .00
49 .00
50.00
51.00
52 .00
s3 .00
54 .00
55.00
56.00
57 .00
58 .00
59 .00
60.00
61. 00
62 .00
63 .00
64 .00
65 .00
66.00
67 .00
68 .00

0
0
0
o
0

0
0
0
0
0
0
0
0
0
0

MCRrF32 - 3.5.136.0
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Heal th ,Fi nanci al lyltl"q!
PROSPECTIVE PAYMENT FOR SNF STATTSTICII. ONTN

69.00 l

70.00 l

7L.O0,
72.00 i

73.00 ,

74.00 i

75.00
76.00
77.00
78.00 r

199. Ooi

?00.ooJorAL

TAL

Provider CCN:151319
In Lieu of Form

Period: i worksheet S-7
F'.on L0/IL/20LLi| | ent tvr elt LvtL Iro 09/30/20!2 | Date,/r'ime

i . ,^^ ,.^<.
I Date,/Time Prepared:
j_?/]pIL073 1:5? pm _

Group

l. oo
PE2
PE].
PD?
PD1
PC2

PC1
PBZ
PB1
PAz
PA1
AAA

sNF Days

2 .00

swing Bed sNF
D?ys.
3 .00

.iotatTsum btl
I co1 . 2 + 3)_;

CBSA at
. seginning of
I cost
I Reporting
i Period

i 1.00

4.00 |

0i 69.00
ol zo.oo
0i 71.00
o 72.00
0i 73.00
0 74.00
0 75.00
0t 76.00
0l 77.00
0l 78.00
o 1199 . 00

1, 937 i200. 00

i

i202.00
1203 .00
1204 .00
lzos . oo
i206.00
i207 .00

-0i
0i
0i
0i
0i
0i
0i
0i
0i
0i
0
0l

0i
0l
0l
0l
0l
oi
oi
0i
0i
0i
oi

L,937

_L.00_
,tt".,:ll"fi"J::i"'" 1 the sNF cesr code or s character non-cBsA code if a rurat facitity, ,2i780

lin effect at the beginning of the cost reporting period. Enter in column 2, the codl
, t in _qffeqt_on o_r after ogtober 1 9_f the cost reporting period (if appficable). 

I

I Expenses , Percentage
l

i

,cssn on^ftlr l- -
: October 1 of 

i. tne cost
. neporting
r Period (if
i applisable) 

i2.00 i-----T-----'--
l:ZI78O i201.00

-associateci'i-
with Direct
Patient care
and Related

, Expenses?
z. oo - 

3.00
A notice published in the rederal neglster volune 68, t{o. 149 August 4, 2003 prov'ided for an increase in {he nuc
payrcnts beginning L0/0L/2003. congress expected this increase to be used for direct patlent care and re'lated
expenses. For lines 202 through 207: Enter Jn column 1 the anount of the expense for each category. Enter in
colunn 2 the p€rcentage of total expens€s for each category to total sNF revenue from worksheet c-2, part x, line
7, column 3. rn co]unn 3, en:€r "Y" for yes or "tl" for no if the spendJng reflects increases associated with
![!qc-t patielt Eare_ anC rlr]ated explnsgs for each category. (see inltructJons)

202.00i staffins I

203 .00i Recrui tment
204.00i Retention of employees
205 .00t rrai ni ng
206.00t orHER (SPECTFY)
207,00iTotal SNF revenue (worksheet c-2, part I, line 7, column 3) r,972,

0.00i
0.00i
0.00
0 .001

MCRrF32 - 3.5.136,0
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ES4E!__Ei_!4!!rqf systems- _ cr
HOSPITAL UNCOI\4PENSATED AND INDIGENT CARE DATA

PrrAL rn Lieu of Form cMs-2552-10
provider ccN:151319 j eeriod: _- , i workshiet E-iO

i Fron I0/OU2O11i
i 
to oe'/30/2otz I ?s!9ll!!9 Prepared:

_ ,_r __1_2/29120131:5?pm

l.L :_ _
1.00

2 .00
3 .00
4 .00
5 .00
b.UU
7 .00
I .00

unconaensated and indigent care cost coilputation
lcost to charge ratio (_t-+9r_(s.he9t. !! P?rt,.l. 1i1e 202 co'lumn 3 divided by 'line 202 co194n 8)
t'te_digaid (see lns,truction-s for each line)
Net revenue from Medicaid
oid you receive DsH or supplemental payments from tttedicaid?
rf line 3 is "yes", does line 2 inc'lude all DsH or supplemental payments from tvredicaid?
rf line 4 is "no", then enter DSH or supplemental payments from trledicaid
Medicaid charges
tvtedicaid cost (line 1 times ]ine 6)
Difference between net revenue and costs for uedicaid program (line 7 minus sum of lines 2 and 5;
< zero then enter zero)
state chlldren's Health Insuranc€ Progriilt (5CHIP) (see instructions for each line)

9.00 jNet revenue from stand-alone scHrP
10.00 jstand-a'lone scHrp charges
11.00 istand-alone scHrp cost (1ine 1 times line l-0)
12.00 ioifference between net revenue and costs for stand-alone ScHrP (line 11 minus line 9; if < zero then

i enter zero)
'othe-r state or local government indigelt care program (see instructions for each ]ine)

13.00,Net revenue from state or loca'l indigent care program (Not included on lines 2, 5 or 9)
14.00 icharges for patients covered under state or local indigent care program (l,tot included in lines 6 or

| 10)
l-5.00 istate or local indigent care program cost (line L times line 14)
16.00 iDifference between net revenue and costs for state or local indigent care program (1ine 15 minus line

t.44477

2,074,9\6
N

0
6,049 ,722
2,690,492

615,576

1.00

2 .00
3 .00
4 .00
5 .00
6.00
7 .00
8. O0

9 .00
l-0.00
11.00
12 .00

13 .00
14 .00

15.00
16. 000i

13 jf_ < zelo _then enter zero)
pncqnaensated_ care_(see ins_tructions for_ each line) __,

17.00'private grants, donations, or endowment income restricted to funding charity care
18,00 iGovernment grants, appropriations or transfers for support of hospital operations
19,00 Total unreimbursed cost for tvtedicaid , scHrP and state and local indigent care programs (sum of lines 61s,s76i 19.00

0,- 1? and 16)

20.00 rotai initlal oUligation of patients approved for charity care (at full i

charges excluding non-reimbursable cost centers) for the entire facilityi
21.00 cost of initial obfigation of patients approved for charity care (line 1l

itimes line 20) |

22.00 iPartial payment by patients approved for charity care t

,?1..-0-Q--i!9 -t, 9 c-t'erjlJ sq!:g- Cilg ?1,!1!i,!!rs, lj.!g -22) |

uninsuted I

patients j

1.00 
i

481,472i

2L4,t46i
i

34,772i
L7,s-37li

2l.Oo ooes the amount in iine 20 column 2 inCruae charges for patient days beyond a length of stay iimit
imposed on patients covered by [4edicaid or other indigent care program?

25,00 If line 24 is "yes," charges for patient days beyond an indigent care program's length of stay'limit
26.00 Total bad debt expense for the entire hospital complex (see instructions)
27.00 t"tedicare bad debts for the entire hospital complex (see instructions)
28.00 tNon-tiedicare and tton-Reimbursable bad debt expense (line 26 minus line 27)
29.00 iCost of non-tvtedicare bad debt expense (line l times line 28)
30.00 icost of non-t',tedicare uncompensated care (line 23 column 3 plus iine 29)
31.00 irotal unreimbursed and uncompensated care cost (line 19 plus'line 30)

l,q-0-
N I t4.oo

0t 25.00
3,s73,5911 26.00

176,7731, 27 .00
3,396,8181 28.00
1,510,816t 29.00
2,285,8r-2i 30.00
2,901,3881 3r".00

' 0l 17.00
I0i 18.00

pat'ient! .. .

2 .0q
L,37 8 ,5O7i

613,I24i

.-.^.:It , >vz

59,s- q2?i

MCRrF32 - 3.5.136,0
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Health Financial
RECLASSIFICATION AND AD]USTMENTS OF TRIAL BALANCE OF EXPENSES

cost center olscription

HOSPITAL
provider ccN: 151319

Other

2 .00

rn Lieu of rorm cMS-2552-10

SE{ERAL SERV-rCE_ COSr CENTERS

1.00 i00100JNEW cAP REL cosrs-BLDG & Frxr
2.00 i00200J NEw cAp REL cosrs-t\4vBLE Eeurp

s.oo ioosoo
7.00 i00700
8.00 i00800
9.00 i00900
10.00 101000
11.00 t01100
13.00 t01300

sal ari es

1.00

s68,678i

L45,757
1,684 , 107

?74,588
36,222

320,7!5
378,877

0
I44,772
225,867

1,703,0151
ol

-ztt,rcel
3,771,476J

903,742
s7,0201

L87,4841
392,2841

ol
26, 0s4i

208, 168i

1, 066, 992 i 1.00
1,292,310i 2.00

486,890i 4.00
s,371,s39i s.00
L,757 ,852i 7.00

91,660 8.00
49L,362 9.00
327,913 10.00
424,95Lj \1.00
170,826i 13.00
424,829j 16.00

i

-roz 37sl go. oo
s0,660i 90.01

123,989i 90.02
1,3r.4,786i 91.00

I 92.00
oj sr.oo

I

Frcn 10/0!/201!
ro 09/30/2012

4 .00

-e:e , oz:i
7,292,3rO1

6L8,305j
-84 ,0441
-20,478i
-1,582i

-16, 837i
-443,?48i

424,951t
0i

. -9,206i

oate/Time Prepared:
2/20/2013 1:52 om
Gclassified._

worksheet A

rrial ealance l

(col. 3 +- l

co] . 4) l

_-1.00_

lTotal (col. 1 lneclassificat
I + col. 2) I ions (See
I 4-6)

3.00 r

1, 703 ,01si
0i

-131,415i
5 ,455 , 5831

r r r/d,5JUi
93,2421

508,1991
ttLtlol

oi
r,70, 826i
434,03 5i

-* r, oac , zso j

371, 100i
1,613 ,7701

4,OO OO4OO EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL

OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADIT4INISTRATION

16.00 101600IIVEDICAL RECORDS & LIBRARY
,II{PATIENT ROUTTilE SERVICE COST CE]TERs

30.00 r03000lADULrS & PEDrArRrcs
31.00 O31OOIINTENSIVE CARE UNIT
44.00 O44OOISKILLED NURSING FACILITY

ANCILLARY SERVICE COST CEUTERS

50.oo bsoooloPERArrNG RooM50.00 05000loPERArrNG RooM

54. 00 054001 RADTOLOGY-DTAGNOSTTC

1, r_40 , 196
309,125

1, 109 ,683

s44,103i
61,9751

so4 ,0871

1,5s2,s89
667,870
136, 343
857 ,976
406 ,030
208 ,461

62 , 881
58 , 746

-652
U

70L,648

2 ,rzL,267
1, 303 , 43r,

136, 343
1, 508 , 006

745,OL4
851,050
300,466
191, 891

0
-652

0

9$,4?1

s0,777i
12s,863i

1, 376 , 348i

,oj

- -ee;32s]
-9,O77

-61 ,7!-3_) -
- 593 , 2161

-62,9731
-L5

-65,1251
-51,1331
-4r., 660i
-6, 390i
-7 ,544

0i
1"48,2691
496, 258i
-1-e 

' QJ-6j

-L771
-L,874

-61, 562

0i

54.03 i05401
50.00 i06000
65.00 i06500
66.00 06600
67.00 i06700
68.00 i06800
69.00 i06900
71.00 OT1OOIMEDICAL SUPPLIES CHARGED TO PATIENTS

72.00 IOT2OOIIMPL. DEV. CHARGED TO PATIENTS
73,00 OT3OOIDRUGS CHARGED TO PATIENTS

otTPATrEr{T SERVTg€ COST CENTERS

90.00 i09000lcLrNrc
90.01 l09001
90.02 i09002
91.00 i09100
92.00 i09200
93.00 iq4o4o,

iorHER BEril_B-_qRSABlE COST CENTERq _
101. 00i 10,10_ol loME HEALTH.aG-ENcY

SPECIAL PURPTOSE COST CENTERS

1l-3. 00i113001 TNTEREST EXPENSE

118 . 00i____,__LsuBrorA.Ls (lu-!J,9E, L r N Es 1- 117)
,NOilRq-TUBUSSABLE COsr CEI{TERS

194.00 079501 MOB

194. 0li079511 FouNDArroN
194.021079521 Asc
200.00i lrorAL (suM oF LrNEs 118-199)

NUCLEAR MEDICINE-DIAGNOSTIC
LABOMTORY
RESPIRATORY THEMPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

EL ECTROCARDIOLOGY

635,56:
(

650,03(
338,98r
642,58!
237,581
133,14:

(

(

(

246,971

i - 162,e93i 2v,3s3l
| 3s,768i 1s,00el
I s1,623i 74,240i

| 737,6731 638,67si

l- oi ol

:eo, 346f---u ,06tr
DIABETES
OP PSYCH

EIVERGENCY

oBSERVATIoN BEDS (NoN.DISTINCT PART)
CAR.DI-AC REHAB

23s-564 1-1,q,

I 30e,
lo,417,0L0L 14,\21,

00

13 .00
18 .00

94 .003 , 687, 7881

46,8071

14 , 181-, 6651

2,693 ,244
17 ,472

247,O79
L7 ,079,162

6 , 381,032i
64,279i

24!,079i
3L,260,827i

-207,L931 6,173,839
-1-02 , 8701 -38, 591

0\ 24t,O79
0 31,260,827

.01

.02

.00

- 309 , 8s6i
310,063i 24,884,500

r4cRrF32 - 3.5.136.0
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Health Financial Syst GIBSON GENEML HOSPITAL In Lieu of
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

cost center Description

Provider CCN:151319

Adj ustments
(see A-8)

6. 00

-96,724
rrr,)/l

-378,4!l
-9,781

(

(

-177 ,681
0i

-10, 654i

N€t Expenses
For

Al I ocati on
7.00

1, 066, 992
1,195,586

598 ,468
4,993,129
1,L48,067

91, 660
49L,362
327 ,973
247 ,262
170,826
4I4,175

1.00
2 .00
4 .00
5 .00
7 .00
8 .00
9 .00

10.00
LL.00
r.3 .00
16.00

30 .00
31.00
44 .00

50 .00
54 .00
54 .03
60.00
65 .00
66 .00
67 .00
68 .00
69 .00
71. 00
72.00
73.00

-i
i

I

s.oo loosoo
7.00 :00700
8.00 iooaoo

50 .00
54 .00
54.03
60.00
65 .00
66.00
67.00
68 .00
69 .00

ADI\4INISTRATIVE & GENERAL

OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA

OPERATING ROOM

RADIOLOGY.DIAGNOSTIC

L,584,9741
362,0831

L, 146,0271

l

i

iO54O1I NUCLEAR MEDIcINE-DIAGNoSTIc

0l
0i
0l

-s23,b831
0l
0l
0l

-26, s00l
0l
0l
0l
0l
0l
ol
0l

r-, 004 , 968
L,240 ,458

r.36, 330
L,442,887

667, 381
809,390
294,076
L84,347

0

L47 ,6L7
496, 258
899,548

71.00 i

72.00
73.00 i

LABOMTORY
RESPIMTORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV, CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

O'TPATTENT SENVICE COST CEI{TERS
90.00 o9o0ol cLrNrc i - 0f -362 , 37Sl
90.01 iogoo1lDrABErEs I oi so.oool
so.oz osoozjop psycH | -st,zesi oo,zool
91.00 091001E|\4ERGENCY 0 I,374,7861
92.00 l09200loBsERvArroN BED5 (NoN-DrSrrNcr pARr) 

]

e3.00 glq!"0lcAE_Dra9 B_EtrAq I 0l 9l
IOTHER REIIIBURSABLE COST CEI{TERS

ro:..ooi1o1oblioiili-iie"r-iLas_.r9f_ _ l_ _att jig,o+ll
iSPECIAL PURPOSE COST CENTERS

rri.ooiuobliureneii EXeENsE | 0l 0l
118.00j lsuerornrs (suM oF _r=I_NEs_1--,114 1_ __. ,L,,1F9.QJ61- 2tr,Lr!,ql1i

.M)NREIMBURSABLE @ST CENTERS

I

90.00
90 .0r"
90.02
91.00
92 .00
93 .00

lror. oo

lg4.oolo7gsolMoB ] o o,rz:,bJsf
194.01i079s1i FouNDArroN I 0l -38, s91l
1e4.02i079521Asc I 01 241,079j
200.00i lrorAL (suM oF LrNEs 118-199) 1 -1,169,0561 30,091,771

irrs . oo
i118 .00
I

lrga . oo
194.01
t1,94.O2
1200.00

Period: j worksheet n

GENERAL SERVTCE q)ST CENTERS
1.00 OoiOO rew-cap ner- cosr!-gLoc & rrxr
2.00 l00200lNEW cAP REL COSTS-|\4VBLE EQUIP
4.OO IOO4OOJEMPLoYEE BENEFIT5

9.00 i00900
10.00 i01000
11.00 i01100

McRrF32 - 3.5,136.0
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Health Financia'l
RECLASSI FICATIONS

. cost center
: 2.00
.A - IlrlSURAt{CE

1.OO NEW CAP REL COSTS-I4VBLE

iqqurP
TOTALS
8 - DEPRECIATIO]I
INEW CAP REL COSTS-MVBLE
ieeurp
[g,rA!s
D - CAFETERIA
g\FETERIA_
TOTALS
E - iIED SUPPLY CHG PTS
]MEDICAL SUPPLIES CHARGED TO

iPATTENTS
iIl\4PL . DEV. CHARGED TO
iPATIENTS
iaourrursrnlrtvE & GENERAL

IDRUGS CHARGED TO PATIENTS

lTorALs

rn Lieu of Form
Provider ccN:151319 Worksheet 4-6

Date/Time Prepared:
2/20/20L3 1:52 om

-T--
-i

I r.oo

I

From 10/01/2011
ro 09/3O/20L2

IncreaSes
Li[9 t .3,00 l

2 .001
l

1-

7l-. 00

72.00

5.00
73 .00
0.00
0.00
0.00
0.00
0.00
0.00
0 .00
0.00
0.00
0.00
0.00

o!ber
s.00

0l 22,4641
li

oI -- - - z-z rqaal

148,269

496, 258

salary
4.00

1.000l 611,478]

ol- -orr, 
qzal

ol
I

T-
2.01.00

1.00

1.00

2 .00

3.00
4.00
5 .00
6.00
7 .00
8 .00
9 .00
10.00
r-1.00
12 .00
13 .00
14 .00
15 .00

1.00

2 .00
3 .00
5 .00
6.00
9 .00
10.00
r.1. 00
L2 .00
13 .00
15 .00
16.00
r-7.00
2r".00
22 .00
24 .00
27 .00

1.00

1.00
2 .00
3.00
4 .00
5 .00
8.00
9.00

__l_--
I

11.001 208,7811 Zt6,!70i
T -zoaJsil- -216J-zol

1. 00

34
356

0
0
0
0
0
0
0
0
0
0
0

644,917 l
l

.l
I

I
I

2 .00

3 .00
4 .00
5.00
6.00
7. 00
8. 00
9.00

i-0.00
11.00
L2.00
13 .00
14 .00
15 .00

1.00

2.00
3 .00
5.00
6.00
9 .00

10.00
11.00
12 .00
13 .00
15 .00
16.00
17 .00
21.00
22.OO
24 .00
27 .00

1.00

1.00
2 .00

3 .00

1 .00

r..00

1. 00
2 .00
3.00
4.00
5 .00
8.00
9 .00

F - RENTAL_EX?EryIE, _.
|NEW CAP REL COSTS-MVBLE
ieeurp

347,L291

I

0l
0l
oi
0l
0
0l
0l
0l
ol
ol
0i
0i
0
0l
nl
o---:

347 ,L29)

0i

i

0l
oi
ol
0
0l
0l
0l
oi
ol
ol
0
0
0l
0l
0l
0l

2 .001

i

o.ooi
o. ool
0.001
0.00
0.001
0.001
0 .001
0. 001

0.001
0.001
0.001
0 .001
0.001
0 .001
o. ool
0.001

-T-

i

I

I

l

I

1.00 i.-ElylpLoYEE BEryEFrrs
TOTALS
I - NTEREST

1.00 
12.00 iNEw cAP REL cosTs-MVBLE
ieQurP

3.OO iADMINISTRATIVE & GENEML
TOTALS

iJ - PROPERTY TA)(
]NEW CAP REL COSTS.MVBLE

TEQUI?_
iTOTALS
:'( . q,ALITY SERVICES

i4DllrN rsrRATrvE & G 
-E||ERA,L|TOTALS

L . HEALTH II{SURANCE
IEMPLOYEE BENEFITS
I

1z,1t21- zs,6szi
.32;t72t 29,6921

0l
309, 158i

I

6eql
309,8s6l

2 ,0811

7 , osil

L,1811
3,1831

5 56, 2411

0l
ol
ol
ol
ol
0l

4 .001
I

0.001
2.ool

I

s .001
I

0l
0l

ol
0l

0l
ol
0l
ol
0l
0l
0l

4 .00
0 .00J
0 .00i
0.001
0.001
0.001
0.001

1.00

t
2 .00]

-T-
0i

]-
0t

28,"2071
28,2071

s .00i
I

McRrF32 - 3.5,136,0



Provider CCN:151319 Period: i worksheet a-6
rrom 10/01/2011 iro 09/30/20t2 i Date/rime

- i ?/n12973

rn Lieu of Form CN4S-2552-10

10 .00
11.00
12 .00
13 .00
15.00
16. 00
17 .OO

18 .00
19 .00
22 .00
23 .00
24 .00
2s.00
26.00
28.00
30.00

500 .00

Health Financial Svstems

o
o
o
o

-!-
o
o
O
o
o
o
o
o
o
o
o
o
o
a
o
h
J-
o
o
o
o
o
a
o
o
o
O
o
o
o
o
oar
tr
o
o
o
o

other ls.qo l

0l
ol
0l
0l
0l
0l
0l
0l
0l
0l
0l
ol
ol
ol
ol
oi

-sse , z+r]
t,i4i,tlll

0i
0l

i6ol

sql-ary
4 .00

RECLASSI FICATIONS

10.00
11.00
12 .00
13 .00
15 .00
16.00
17 .00
18 .00
19 .00
22 .00
23.00
24.OO
25.00
26.00
28 .00
30.00

500 .00

cost center
2 .00

IncreaSes
Line # 

;3.00 
i

0.001
0.00
0.00
0.00
0.00
0.00
0 .00
0.00
0.00
0.00
0 .00
0.00
0 .00

)6e,

0.001
o. ool
o. ool

iIncreases

3.5.136.0
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Hea'lth Financial f,em5 BSON GENEML HOSPITAL In Lieu of porm
RECLASSI FICATIONS

cost center
6.00

A - TNSUMNCE
NEW CAP REL COSTS.BLDG &

] FTXT

Decrea5es

I uine *
| 7.00

9sl_s!:v
8.00

I

I
l

ol
i

ol

0l

001
0 1161

0i 0loi 1,1e7l
0i 2341

0l 1,6641
0 527,406
0l r.,6131
ol 131

oi 3,3081
0i 13,4101
0l 4,1ssl
ol 7,2s71
0l 6ee1
0l 83,84sl
Oi'- -Aqq,g]7T-

001

001

001

001

00
001

001

001

031

001

00i
001

001

001

001T-
- - o.oot oi -bl gT--s.ool ol :o,zoo ol7.0o ol 1,6781 0le.001 0l 1e1l 0lr.0.001 0t 764i 0i30.001 o' 21,0321 oi31.001 o s,217 oic.ool ol r, s:01 ol

so. ool ol +a , 33s j ols4.001 ol 3r,4741 0ioo.ool o :z,ezol oios.ool ol za, srnl ol66.001 0l 22,1401 o73.001 0l 4s,64si 0le0.001 0l s,810i 0ls1.001 0l 10,43si 0irsa.ool oJ or,zeqi ol-- -t 
--- 

tr-- Y7J29-'l- - - - '

8s,9061
rs, gool

.-^-l!, >6al
ro, oaol
L7,417)
s, 2061

45,7061
:, sool

64, s4el
L7,4751
29,8861

s .001
7 .001
8. 001

e. 001

10.001
16.001
ro. ooj
31. 001

44.00
s0.001
s4.001

1. 00

1.00

]FIXT
iioieii I

i+
t-

,8'DE
NEW CA
FIXT-

iTOTALS

zz,m+j el --] 
1.oo

ill- --r;-r--- ] Izt tlo+l
__tAll n79t ol-i I 1.00

i6Lr,47g i i

10.00 208,781t 276,170: 0

- -zoa,iarT- - zta.vor- - - a L. 0o
I

-. 1

o - carelenra
1.00 qrJrABI

ITOTALS
E - lrlED SUPPLY CHG PTS

DEPRECIATIOI{
CAP REL COSTS-BLDG &

1. 00
2.00 iorerenv
3.00 i

4,OO ADULTS & PEDIATRICS
5.OO INTENSIVE CARE UNIT
6.00 iSrrlleo NURSING FACILITY
7.oo joeenarrruc noou
8. OO iMDIoLoGY-DIAGNoSTIC I

9.00 tucuean MEDTcTNE-DrAGr,rosrrc 
I

10.00 iLABoRAToRY
Tl.OO INESPTNATORY THERAPY
T2.OO :puysrcAL THERAPY
t3.oo ieuencEucv i

14,00 HoME HEALTH AGENcy I

0.
l-0,
0.

30.
31.
44.
50.
54.
54.
60.
of ,

66.
o1

101.
L94.

2 .00
3 .00
4.00
5.00
6.00
7 .00
8 .00
9 .00

10.00
1L.00
12 .00
13 .00
l-4 .00
1"5 .00

14,00 HoME HEALTH AGENCY I

1s .00 ]MoB __ I

]TOTALS ]

J - REII4!_- EXPE|{SE
1.00
2.OO iADMINISTRATTVE & GENERAL
3.00 ioPEMTroN oF PLANT
5.OO |HOUSEKEEPING
6.00 iorernnY
9.OO iADULTS & PEDTATRICS
10.00 ;rNTENsrvE CARE uNrT
11.00 isxrr-lED NURsTNG FAcrLrry
12.00 IOPERATING ROOM

13.00 iRADToLoGY-DrAcNosrrc
15.00 ]LABORATORY
16.00 |RESPIRATORY THERAPY
tz.oo ieHvsrcAL THERAnv
21.00 IDRUGS CHARGED To PATIENTS
22.00 iclrNrc
24.00 leuencencv
zz. oo luoq *

iTOTALS
H - EUSI'iIESS HEALTH SER

L. 00 liaoe l
--F. ITOTALS i

I

I
l

I

l
I

i
I
i- ------
I

I

I

1.00
2 .00
3 .00
5 .00
6 .00
9 .00

L0.00
l-l-.00
r-2 .00
13 .00
1-5 .00
16.00
17 .00
21.00
22.O0
24 .00
27 .00

r..00

1. 00
2 .00
3 .00

L.00

_zg,aozt,
,29,6921"

r..00
2 .00
3.00

l
I

__L_
I

--'h:.ooi
o.ool
o. ool

- 1*-

30 .001
I

ol

I

ol

2p t2071,
28,2071

0i
ol
ol
UI

1.00

x - eull-iw s-rnVrces
L.00 ADULTS & peournrc-i

,roier_i
L - HEALTH INSURANCE

1.00 imurNrSrurrvE & GENERAL
2.OO OPERATION OF PLANT
3.OO ]LAUNDRY & LINEN sERvIcE
4 .00 tHousexeEptr,tc
5.00 iorernnY
E.OO ]N4EDICAL RECoRDS & LIBRARY
9,00 IADULTS & pEDrATRrcs
10.OO |INTENSIVE CARE UNIT
11,00 iSKILLED NURSING FACILITY
12.00 ]OPERATING ROOM

13,00 iRADIoLoGY-DIAGNoSTIC

i.001

I
qi

I

0l
l

-_i
I

I r.oo
I

1.00
2 .00
3.00
4.00
5 .00
8 .00
9 .00

L0.00
11.00
l-2 .00
r-3 .00

Provider ccN: 151319 j eeriod: ., ] worksheet n-6
iFron IO/01/20LL1
I 
ro 09/30'/2OL2 i pe!9ll!ry9 prepared:

, l, i2/2O/2013 1:52pm*
I

other lwkst. a-7 nef.' ,e.oo I ro.oo 
-' I i

2 ,081]

z , oeil-

3j183.1
3,1831

MCRrF32 - 3.5.136.0



Uf FUT'M LM)-T
Worksheet A-6

cg4llh rirercld gy:!eri_
RECLASSI FICATIONS

cost center
6.00

16.00 IRESPIRAToRY THERAPY
17.00 PHYSICAL THEMPY
18.00 ]OCCUPATIONAL THERAPY
19.00 ISPEECH PATHOLOGY

22.00 ]DRUGS CHARGED TO PATIENTS
23 . oo icr-rr.rrc
24,00 iDIABETES
25,00 ioP PsYcH
26.00 EMERGENCY

28.00 IHoME HEALTH AGENCY

30.00 iFoUNDATIoN
.Iqt4!-s

500.00 icrand Total : Decreases

o
o
o
o
!-
o
o
o
o
O
o
o
o
a
o
o
o
o
O
o
t-
o
o
O
o
o
o
o
O
o
o
o
O
o
o
oqr
u-
o
o
o
o

Date/Time prepared:
2/20/20!3 1:52 Dm

I

-+-

l

I

I

i

, other wkst, A-7 Ref.
i e.oo I 10.00 l0l 28, eeTl 0l

0i e,20el 0l0l 1s,36s 0l
0i 6,390 ol
0l 7,s44) 0i0l 3,7871 0l0 12,1s8l 0i
0 117i 0
ol r.,8z4i olol al, azoi o0i 13,321i 0

91 19?'!l9l 0l
0l 556,241

lool z,z+l,zttI j

sal ary
8.00

oi-creisis
Line # l

7.00 
:

60.001
6s .001
66. ool
67 .001
68 .001
73.001
s0. ool
e0. 011

90.02
el.001

r.01.001
1e4 .01i

I

I

r.5.00
16. 00
17. 00
18 .00
19 .00
22.00
23 .00
24.OO
25.00
26.00
28 .00
30 .00

500.00269,

MCRrF32 - 3.5.136.0
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o
o
on
!-
o
o
o
o
O
o
o
o
O
O
o
o
o
a
O
hr
o
o
o
o
o
a
a
o
o
O
o
o
o
o
o
ar.
u-
o
o
o
o

Heal th Fi nanci Ll__lyglgnrq rn Lieu of Form cMs-2
RECoNCILIATION oF CAPITAL COSTS CENTERS I Provider CCN:151319 i period: I worksheet a-7

Fron LO/O7/2OL1 i Parts r-rrr
| , ro 09/3O/Z0LZ I Date/ri me prepared :I r 2/20/201.3 L|52-_,pm

I acqui s'i ti ons
aeginning I eurchases i oonation I rotal oisposals and
eq_1qn999..,.,.;...... I . . Retirementslo,,:=" Kef,t remenfs _1.00 I 2.00 i 3.00 4.00 5.00 :

PART I . AI{ALYSIS OF CHANGES IN CAPITAL ASSET BALAICES .-_. -'---

1.oo r-ahd | 653,693i 0 0 Q, -3,732i 1.002.00 Land rmprovements I oi ol ol oi 0i z.oo
3.00 lBuildinss and Fixtures I 18,oos,z43l ol ol o 6st,09si 3.00
4.00 iBui'ldins rmprov€ments | 0i 0] oi Oi oi LOo
s.oo;rixedequiprnent 0i Ol O 0 0i S.OO

,PART I . AI{ALYSIS OF CHANGES IN CAPITAL ASSET BALAICES
1. OO Land | 653 , 693
2.00 Land rmprovements I O

3.00 iBuildings and Fixtures I 18,005,243

5.00 iFixed Equipment 0l 0l 0 0l 0i S.OO

9.99 ir.rovable.equipment ] 12,630,4371 0l ol o 644,426i 6.00
7.00 lurr designated Assets I Ol 0l Ot Ol Ol Z.OO
8.00 lsubtotal (sum of lines 1-7) i 31,289,373] 0l 0t O 1,329,253 8.OO
9.00 laeconci]ing ttems I 0l Ol Oi Ol O 9.OO

i nstructi ons)

o.uu iMovabre Equrpment I 12,0J0,437 oi 0l 0 644,426i 6.00
7.00 lurr designated Assets I O 0l 0t Ol Ol Z.OO
8.00 lsubtotal (sum of lines 1-7) i 31,289,373] 0l 0t O 1,329,253 8.OO
9.00 laeconci]ing ttems I 0] Ol Oi Ol O 9.OO
10.00 irota'l (1ine_8 minusiine- 9) I 31,289,373i _ 0l _ 0i _ _q;____1,!a9_,a5-LlS=!g

. suMMARy oF cAprrAL i ]ri
cost center Description I oepreciation i tease rnterest rnsurance Taxes (see 

i

I ; I I (see .instructions)l

rar1ir-ceconcrlrlrroloilt.ourrsFRo,|uoRKsH#l,o.o**,,,'lil3,rlnaz''.0o- i

1.00 iNEw cAp REL cosrs-BLDG & Frxr | 1,703,01s1 0i '- oi ol 0l 1.00
2,00 INEW cAp REL cosrs-MVBLE Eeurp I ol ol ol O 0i 2.00
3.00 'rotal (sum of lines 1-2) | 1,7_qg,or,sl ol al 0'_ q.j lqo

i COMPUTATIoN oF RATIOS ALLocATIoN oF i

\P REL cosrs-MVBLE EQUrp | 0l 0i 0l 0i 0i 2.00
(sum of 1 i nes 1-2) | l,:7,q1 ,01,s1 Ol a1 0i _ S.j - q0

i coMpurATroN oF RATros ALLocATToN oF i

I OTHER CAPITAL i

cost center oescription lcrbss assets ] capitalized I cr.oss-asseti . 
-natio lseJ rnsurance 

i, i Leases i for Ratio , instructions)
i | (col.1- i Ii I col. 2) li : col .2) __.: ____]r..00 I 2.00 I 3.00 4.00 i.oo--iii4nlrrr - neqqiir-iarron oF crprrar cosrs clrrens

1.00 rurw cap neu cosrs-eLDc & rrxf -l r-,zor,ors1 oi 1,703,015i- - 1.000000t----- 1.002.00 NEt''l cAp REL cosrs-MVBLE Eeurp 0l 0l oj o.ooooooi oi z.oo3.00 rotal (sum of lines 1-2) L,703,0151 0i 1,703,01-5 1.000000 6: 3.00

MCRrF32 - 3,5.136.0
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Health Financial Systems
RECONCILIATION OF CAPITAL COSTS CENTERS

PART r - ArlAlYSrS OF CI4!9ES rN qAPlrAL ASSEr
1.00 Land
2.00 Land Improvements
3,00 leuildings and Fixtures
4,00 aui1d'ing rmprovements 

]

5.00 'Fixed Equipment
6,00 Movable equipment
7,00 HrT designated Assets
8.00 Subtotal (sum of lines 1-7)
9,00 Reconciling ltems
L0.00 rota'l (l ine 8 q_r_nq{!ne_ 9)

cost center oescription

fASUii _- lEqoicrllairon ot_cAtrrAl_ cosrs

Provider ccN:151319 Period:
GIESON GENERAL HOSPITAL 5 52-10

6.00
BALAI{CES

649,

L7 ,324,L4

r-r.,986,

29 ,960,

_ 29L960'

6.00

Ass€ts
7.00

1.00
2 .00
3 .00
4.00
5 .00
6 .00
7.00
8 .00
9.00

1"0. 00
SUMMARY OF CAPITAL

other rotal (1)
, capi tal -ReI at I (sum of col s .
;ed costs (seei9 through 14)
I i nstructions)
I 14.00 15.00

panr II: REcoNcrLrATrot{ oF At|ouins FRoil hIoRKsHEET A, cgLUMN 2, LrNES 1 and 2
NEW CAp REL COSTS-BLDG & Frxr | 0l 1,703,0151
NEw CAp REL COSTS-|\,IVBLE EeUIp I O] O1

r_o1a1 (sgp o,f Ijnes 1-,2) j 0l 1,203,01!l

cost center oescription I taxes I other ltotal (sum of

ALLOCATION OF OTHER CApITAL SUltllr4ARY OF

CAPITAL
other ,tota1 (sum of oepreciation'

capital-Relatl cols. 5 i i

ed costs : through._l)- j _
7.00i8.09I9.00

1.00
2 .00
?,og

r.0.00

0 1.00
-96,724) 2.00
-96,724i 3.00

1.00
2 .00
3 .00

?aEr-III _- lEqqilcrl4lrot{ oE cAprTAL cosrs cEr{TERs
NEw cAp REL cosrs-BLDG a irxr - 

-r__ 0l b] 0i i,ooo,og)
NEW CAP REL COSTS-IVIVBLE EQUIP O O O] 1,292,310
total (sum of lines L-2) 0 0 0i 2,359,302.

MCRrF3z - 3.5.136.0



In Lieu of Form cM5-2552-10Health Financial_Sysle!9 -___ _
RECONCILIATION OF CAPITAL COSTS CENTERS

cost center Description

o
o
o
oIt-
o
o
o
o
O
o
o
o
o
o
o
o
o
o
O

!-
o
o
a
o
o
o
O
o
o
o
o
o
o
o
o
tr
o
a
o
o

I Date/Time Prepared:
) 2/70/20L! 1*5?- prl . _

other Total (2)
capita-l-Relat (sum of cols.
ed costs (see 9 through 14)
'i nstruct i ons)

14.00 15.00

0 1,066,992 I 1.00
0 1,19s, s86l 2.00
0 2,262,578 3.00

Provider ccN: 151319

SUMMARY OF CAPITAL

12 .00 13 .00

Peri od:
Fron LO/0L/ZOLI
ro 09/30/2OLz

worksheet A-7
PATTS I-III

rnsurance i Tax€s (see
(see I instructions)

instructions) 
l

Interest

ir. oo

ol
0l
0i

I

0l
ol
0l

0l
0i
oi

PART III - RECONCILIATIOIT OF CAPIIAL COSTS CENTERS

1.OO INEW CAP REL COSTS-BLDG & FIXT
2.00 juew cae REL cosrs-r,lvBLE Eeurp l

3.00 Total (sum of lines 1-2) l

MCRrF32 - 3.5.136,0
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Heal th Fr'nanci al Systems __
AD]USTMENTS TO EXPENSES

cost center Description

1,00 rnvestment income -
FIXT (chapter 2)

2.00 rnvestment income -reQurp (chapter 2)
3.00 Investment income - other (chapter 2)
4.00 trade, quantity, and time discounts (chapter

8)
5.00 Refunds and rebates
6.00 nental of provider

(chapter 8)
7,00 telephone services

of expenses (chapter 8)
space by suppliers

(pay stations excluded)
| (chapter 21)

8.00 relevision and radio service (chapter 21)
9.00 Parking lot (chapter 21)
10.00 provider-based physician adjustment
11.00 sale of scrap, waste, etc. (chapter 23)
l-2.00 Related organization transactions (chapter

10)
13.00 t-aundry and linen service
14.00 cafeteria-employees and guests
15.00 Rental of quarters to employee and others
16.00 sale of medical and surgical supplies to

other than oatients
17.00 sale of drugs to other than patients
18.00 sal€ of medical records and abstracts
19.00 ttursing school (tuition, fees, books, etc.)
20.00,vending machines
21.00 'Income from imposition of interest, finance

or penalty charges (chapter 21)
22.00 Interest expense on Medicare overpayments

and borrowings to repay t'ledicare
overpayments

23.00 Adjustment for respiratory therapy costs in
iexcess of limitation (chapter 14)

24,00 Adjustment for physical therapy costs in
excess of limitation (chapter 14)

25.00 utilization review - physicians'
compensation (chapter 21)

26,00 Depreciation - NEW cAp REL cosrs-BLDG & FrxT

27.00 oepreciation - NEW CAP REL COSTS-MVBLE EQUrp

28.00 : tlon-physician Anesthetist
29 .00 : physi ci ans ' assi stant
30.00 lAdjustment for occupational therapy costs i

iexcess of limitation (chapter 14)
31.00 ndjustment for speech pathology costs in

excess of limitation (chapter 14)
32.00 lcAH HIT Adjustment for Depreciation and

I Interest
33.00 ,MISC INCOME

33.0L t

33,02 ;PHYSICIAN RECRUITING
33.03 ADVERTISING
34.00 EMPLOYEE DISCOUNT
35 .00
36 .00
37.00
38 .00
39.00
40.00
41.00
42 .00
43.00 i

44.00 i

45.00 l

NEW CAP REL COSTS-BLDG

NEW CAP REL COSTS-MVBLE

MCRrF32 - 3.5.136.0

GIBSON GENERAL HOSPITAL

t,*_
Cost Center Line #

1

I

Easi s/Code
(2)

1.00

A

A-8-2

A-8-L

B

B

B

A-8-3

A-8-3

Amount

2.00 I r.oo
ojNEw CAP REL COSTS-BLDG &

;FIXT
-96,7241NEItv cAP REL cosrs-MVBLE

lequre
0l
0l

oi
0

-9,285]oeenarroN oF PLANr

01

0l
-607 ,3721

ol
oi

I

ol
- 17 7 , 6S9lcAFErERrA

.600ADMINISTRATIVE & GENERAL
0l

ol
-10,654ir4EDrcAL REcoRDs & LTBRARY

0l

TORY THEMPY

CAL THERAPY

Cost Center Deleted ***

CAP REL COSTS-BLDG &

COSTS-MVBLE

1.00

2 .00

3 .00
4 .00

5 .00
6 .00

7.00

8.00
9.00

10.00
11. 00
12.00

13 .00
14 .00
15 .00
i.6 .00

*+ Cost center Deleted ***

TIONAL THEMPY

PEECH PATHOLOGY

STRATIVE & GENERAL

NISTRATIVE & GENEML
TMTIVE & GENEML

BENEFITS

CAP REL
P

0.00i 17.00
16.00 i r-8. 00
0.00i 19.00
0.00i 20.00
0.00 21.00

i

0.00i 22.00

65.00i 23.00

66.00i 24.00

114.001 25.00

1.ool 26.00
I

2.ooi 2z.oo

68 .00

0.00

31, 00

32 .00

33 .00
33 .0r.
33.02
33 .03
34 .00
35 .00
36.00
37 .00
38.00
39 .00
40.00
41. 00
42.00
43 .00
44.00
45 .00

s .00
0 .00
5 .00
5 .00
4.00
0.00
0.00
0.00
0.00

19.00i 28.00
0.00 29.00

67.001 30.00A-8-3

A-8-3

B

A
A
A

-56,05
-27L,05
l-L1. 5

0.00 i

o.ooi
0.001
0.001
0.001
0.001
0.001

Provider ccN:151319 I period: worksheet A-8
rron !O/OL/201.7
To 09/30/2072 Date/Time Prepared:

I2120D913-_1i!_ pmt z/2o1Zpt3__ijl?_j[
I expeniii ciassification-on-frorksleet n-]-
:fo/Frorn Which the Amount is to be Adjusted|-

l
I

oi
0l
ol
0l
0l
01

0i
oi
0l
ol



ieu of Form cMs-

:To/Fron which the Amount is to be edjustedi

Health Financial
ADJUSTI4ENTS TO EXPENSES

cost Center oescription

50.00 ToTAL (sum of lines L thru 49) (Transfer
worksheet a, column 6, fine 200.)

o
O
o
oT
!-
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
t-
o
o
o
o
o
o
o
o
O
o
o
o
o
o
o
F
O
o
o
o

cost center

3 .00

Line #

4 .00

Anount
l2.00 
l

-1, 169 ,056i

Basi s,/Code
(2)

1 .00 |-
I s0.00
i

MCRrF32 - 3.5.136.0



o
o
o
oIt-
o
o
o
o
o
O
o
o
o
o
o
o
o
o
oIrr
O
o
o
o
O
o
o
o
o
O
o
o
O
o
oa-
J-
o
o
o
o

llea l ![ !i_!g!_c.]_41 !)Fleus
ADJUSTMENTS TO EXPENSES

cos? centeioescri pti on

1,00 
-rnve;tment 

income - NEW cAp REL cosrs-BLDG 6

i Frxr (chapter 2)
2.00 rnvestment 'income - NEw cAP REL cosrs-MVBLE

EeurP (chapter 2)
3.00 rnvestment income - other (chapter 2)
4,00 Trade, quantity, and time discounts (chapter

8)
5.00 Refunds and rebates of expenses (chapter 8)
6.00 Rental of provider space by suppliers

(chaPter 8)
7,00 relephone services (pay stations excluded)

I (chapter 21)
8.00 television and radio service (chapter 21)
9.00 Parking lot (chapter 21)
10.00 provider-based physician adjustment
11.00 sale of scrap, waste, etc. (chapter 23)
12.00 Related organ'ization transactions (chapter

,10)
13.00 Laundry and linen service
14.00 cafeteria-employees and guests
15.00 Rental of quarters to employee and others
16.00 .Sale of medical and surgical supplies to

rother than patients
17.00 sale of drugs to other than patients
18,00 Sale of medical records and abstracts
19.00 Hursing school (tuition, fees, books, etc.)
20,00 vending machines
2L.00 rncome from imposition of interest, finance

or penalty charges (chapter 21)
22.00 rnterest expense on r\4edicare overpayments

and borrowings to repay t,tedicare
, overpayments

23.00 'Adjustment for respiratory therapy costs in
excess of limitation (chapter 14)

24.00 Adjustment for physical therapy costs in
:excess of limitation (chapter 14)

25.00 Utilization review - physicians'
' compensation (chapter 21)

26.00 ioepreciation - NEw cAp REL cosrs-BLDG & Frxr
27.00 Depreciation - NEw cAp REL cosTs-MVBLE EQUrp
28.00 tlon-physician Anesthetist
29.00 ehysic'ians' assistant
30.00 Adjustment for occupational therapy costs in

excess of limitation (chapter 14)
3l-.00 Adjustment for speech pathology costs in

'excess of limitation (chapter 14)
32.00.cAH Hrr Adjustment for oepreciation and

i Interest
33.00 iMrsc rNcoME
33.01
33.02 PHYSICIAN RECRUITING
33.03 ADVERTISING
34.00 EMPLOYEE DISCOUNT
35 .00
36.00
37.00
38.00
39.00 r

40.00 i

41.00 I

42.00
43 .00
44.00
45 .00
50.00 ToTAL (sum of lines 1 thru 49) (Transfer to

worksheet A, column 6, line 200.)

period: i worksheet a-8
eron !0/OL/2O!7i
To 09/30/2012 I Date/Tiffe Rrepared:

_ lz/20/20L3 I:si em

n Lieu of Form cMs-2552-l-0

1.00

2 .00

3 .00
4 .00

5 .00
6.00

7 .00

8 .00
9 .00

10. 00
L1. 00
12.00

13 .00
14 .00
1-5 .00
r.6.00

17 .00
18.00
19.00
20.00
2 r-. 00

22.00

23 .00

24.00

25.00

26.00
27 .O0
28 .00
29 .00
30. 00

31-.00

32 .00

33.00
33 .01
33 .02
33 .03
34. 00
35 .00
36.00
37.00
38 .00
39.00
40.00
41.00
42.OO
43 .00
44 .00
45 .00
50.00

provider ccN:151319

wkst. A-7
Ref.
5 .00 I

oi

I

10i

si

0i
0l

i

0l
0l

I

I

oi

i

MCRrF32 - 3,5.136.0



worksheet A-8-2

Date/Time Prepared:
2/zo/2013 1_:52jm
Professional r

component

Peri od:
Frcm 10/OI/20!L
ro O9/3O/20L2

tota l
Remunerati on

Health rinancial svstems
PROVIDER BASED PHYSICIAN ADJUSTI4ENT Provider cctt:151319

wkst, A Line i Cost center/physician
# : rdentifier

I1.00 i 2 .00
50.ooloPEMTrNG ROOM

65. o0IRESPTRAToRY THERAPY
90. 00lcLrNrc
90.021oP PsYcH
91 . 00iEi4ERGENcy

0.001
0.001
o. ool
0. ool
0.001

l

o
o
o
oq.
!-
o
o
o
o
o
a
o
o
o
o
o
o
o
a
o
h
J-
o
o
o
o
o
o
O
o
o
o
o
o
o
o
oa-
J-v-

a
o
o
o

3.00 , 4.00 
:523,083i 523, OS3 | 1.00

81, 500t 26, s00 i 2 .00
38,836i 0 i 3.00
s7,789i 57,7891 4.00

207,833i 0l s.00
0 0 6.00
0l 0i 7.00
0i 0l 8.00
0i 0j 9.00
0i 0i 10.00

909,0411 607,372i200.OO

1.00
2 .00
3 .00
4.00
5.00
6.00
7 .00
8 .00
9 .00
10. 00
200. 00i

MCRrF32 - 3.5,136,0



In Lieu of Form cMS-2552-10

RCE Limit l

9.00 :

-TproviGr ccN-: 151x9-fpetfid: ---lwortstreet A-8-2
I i rrom L0l01/2011 i

| | ro 09/30/20L2 I Date/rime erepared:I i 2/20/2073 l:52 pm__
ncs emount iphysician/pro unadjusted S perient o, i --

I vider i RcE Limit unadjusted l

I Component

I Hours
6.00 I 7.00

01

0
0
0
0l
01

0l
0l
0l
ol

ttealth rinancial Systems
PROVIDER BASED PHYSICIAN ADJUSTMENT

o
O
o
oa-

-,-
o
o
o
o
o
o
o
o
o
o
o
o
o
a
o
l-
-I
,-
o
o
a
a
o
o
o
o
o
o
o
o
O
o
o
Or,
F
o
o
o
O

Provi der
coirponent

s.00
0i 1.00
oi 2.oo
oi 3.oo
0j 4.00
0l s.00
0I 6.00
0 7.00
0i 8.00
0i 9.00
ol 10.oo
01200 .00

:

: 8.00
ol ol
0l 0i
ol oi
00i
0i 0i
oi ol
0i 0l
0i 0l
0i 0l
0i 0
0i 0

,, , oo3]
38,8361

207,8331
0l
0l
0l
ol

ol
301, 669i

r. oo
2 .00
3 .00
4 .00
5 .00
6 .00
7 .00
8 .00
9 .00
10.00 

,

200 .00i

McRrF32 - 3.5.136.0



h Lieu of Form cMS-2552-10GIBSON GENEML HOSPITALtte3lth iilCng.lel Jyitems _- _
PROVIDER BAsED PHYSICIAN AD]UsTI4ENT

o
o
o
o
3o
O
o
lotoll
lo
lo
lo
lo
lo
lo
lo
lo
lo
lop
l.
lo
lo
lolo
Io
lo
loto
lo
lolo
IO
lotolr
lolo
tolo

Provider ccN: 151319 i period: i worksheet A-8-2
irron 70/O!/20I1i
lro 09/30/2072 Date/Time Rrepared:

i2/20/Z0ti 1:52 Pm -Adjusted Rce

'J.4

15 .00 16 .00

iost of i prov'ider I rhysician . provider
ttemberships & Component cost of I component I Limit

t,ta l practi ce I Share of col . lcontinuing ishare of col.
InSUrance

14 .00
Educati on

12 .00
L2

13.00j

oi
0l
0L

0l
0l
0l
0l
ol
0
0i
0l

0l 1.00
0i 2.00
oi 3.oo
0i 4.00
0l s.00
0I 6.00
0i 7.00
oi 8.oo
oi 9.oo
o i :.0. oo
01200.00

0i
0i
0l
0l
0l
0l
oi
0i
0l
0
0

0i
nl

oi
0l
0
0l
oi
oi
ol
0l
0

1. 00
2 .00
3.00
4 .00
5 .00
6.00
7 .00
8.00
9,00
10 .00
200.00

McRrF32 - 3,5.136.0



Health Financial systems
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ccN: 151319PROVIDER BASED PHYSICIAN AD]USTMENT

r. oo
2 .00
3.00
4 .00
5 .00
6.00
7.00
8.00
9.00
10.00
200.00i

AdjustmentRCE 
l

oisallorrance- 
l17.00 i

i L.00
2.00
3.00
4. 00
5.00
6. 00
7. 00
8 .00
9 .00

083i
s00i

0l
78el

0l
0l
0l
0
0l
nt

37;l

lq.90
523,
26,

57,

607 ,

i 9.uu
| 10.00
i200.00

[4CRrF32 - 3.5.136.0
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Hea'lth Financial stems
COST ALLOCATION GENERAL SERVICE COSTS

Cost center oescription

GENERAL SERVICE @ST CEI{TERS
OOIOOINEw cAP REL GoSTS.BLDG & FIXT
00200lNEW cAp REL cosrs-rvvBLE Eeurp
OO4OOI EMPLOYEE BENEFITS

5.00 00500

GIBSON GENEML HOSPITAL IN LjEU Of FOrM CMS-2552-10
-Tp.^rideiccH: isrrrg_l period: - wortsrreet g--

I I eron L0/OL/2O11 part r
I i ro 09/30/2otz I qeteltt4e prepared:I i tZ/ZO/20t3 1:52 pm

CAP]TAL RELATED COSTS

7.00 00700
8.00 00800
9.00 100900
10.00 101000
11.00 i01100
13.00 i01300
16.00 i01600

194 .01i07951
194.O21079s2
200 .001

20L.00j
202 .00i

1, 195 , 58(
598 ,46r

4,993,!21
1, 148 ,06;

91, 66(
49L,36:
327,91:
247,26:,
L70,8?l
474,t7l

1.00

1, 066 , 992

6,567
s2,038

776,991.
r-8, 980
LO,7L3
48,737

3,274
15,522

59,432
40,708
4, 891

17,8L6
L8,770
32,732
9,525

72?

4L,797
0

L_L,784

25,035
]-6,279
2,340

103 ,039

0

1, 19s , s861

7 ,3s9i
s8, 30el

198,3221
2r,2681
12,0041
54,6041

0i

.1,991i
Ll , Stzi

4.00

i

61.2,394i
74,881
12 ,008i

1, 584i
L4,O25i

7 ,438i
9,130
6, 3311

9,877

subtotal

5 ,L78,357
r.,s35,388

1,33,492
s28, 104
438, 686
256,392
183.972

Net Expenses
for cost

Al I ocati on
(from wkst n

cg] , 7-)

0

1,066, 992

NEW BLDG &
FIXT

NEW MVBLE i EMPLOYEE
EQUIP i BENEFITS

2 .00 4A

1.00
2 .00
4 .00

1.00
2.00
4 .00
s .00
7.OO
8 .00
9.00

10.00
L1.00
r"3 .00
16.00

ADI,IINISTRATIVE & GENERAL

OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADI4INISTRATION
ME-DICA-1_-RE-CORDS & LIBRARY

INPATIENT Rq'TI]{E SERVICE .COST CEI{TERS
30.00 03000lADuLTs & PEDrArRrcs
31.00 l03100lrNTENsrvE CARE uNrT
44.00 ]O44OOI SKILLED NURSING FACILITY

ATCTLLARY SERVICE COST CENTSRS
50.00 i05000loPEMrrNG ROOM

54. 00 i05400i MDroLocy-DrAcNosrrc
54.03 i054011 NUCLEAR MEDTcTNE-DrAGNosTrc
60.00 06000lLABoRAroRY
65.00 ]065001 RESPTMToRY THERAPY
66. 00 r066001 PHYSTCAL THERAPY
67. OO iO6TOOi OCCUPATIONAL THERAPY
68.00 i06800i sPEEcH PATHoLoGY
69, 00 i06900i ELEcrRocARDroLocY
71.00 IOTIOOiMEDICAL SUPPLIES GHARGED To PATIENTS
72.00 lOT2OOlrMpL, DEV. CHARGED ro pArrENrs
73.00 iOT3OOIDRUGS CHARGED TO PATIENTS

OT'TPATIENT SENVTCE COST CEI{TENS
90.00 i09000
90.01 09001
90.02 109002
91.00 109100
92.00 i09200
93.00 i04040

48,628t 1,835,630i 30.00
13,5181 423,404i 31.00
{q, s2q1_ __,1,830,01s.j 44.00

24,8691 1,155,864i 50.00
27,7941 t,354,s74i 54.00

ot L46,7011 54.03
28,4261, l-,509,086 60.00
L4,824i 722,008 65.00
28,101i 906,900 66.00
10,390i 324,664) 67 .OO
5,8231 191,701i 68.00oi ol og.oo

o 236,236t 71.00
ot 496,758i 72.00

_ 10,8q!L_ _ __ el5,-3Izi 73.00

J59,96!l

7,7281 422,s931 90.00
i.,s64i 86,7431 90.01
2,2s8i 73,42Li 9O.OZ

32,2s9 1,s6s,s42i 9i..00

0l

10 Jgli

1s0, 486i

-____l6,s44;469i194 .OO

-4,223irs4.o7
24L,079iL94.02

01200.00
0 201.00

30,091-, 771 1202 .00

L,584,9741 95,273 106,7s5l
362,0831 22,s43 2s,260i

L,546,0271 111,0391 r24,47ti

1-,004, 961

L,240 ,451
136, 33(

L,442,88:
667, 38:
809, 39(
?94,O71
L84,34;

(

747 ,6L1
496,25{
899, 5481

359,6421

l

23,7r5,4441

66, s9sl
45,6L4
5,480i

19, 963j
21, 033
36,677)
10, 6731

80el
0l

46, 8281

0i
13,2041_.

CLINIC
DIABETES
OP PSYCH

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
CARDIAC REHAB

OTHER REIIIIEURSAELE COST CE]'ITERS
1-O]-.OO 1.O1OOI HOME HEALTH AGENCY

SPECHL PURFOSE COST CEI{TERS
113.00i113001 TNTEREsT ExpENsE
118.001 lsuBToTALs (suM oF LrNEs 1-l-17)

ilOI{REIIISURSABL€ COST CENTERS
194.00i07950i MOB

FOUNDATION
ASC
cross Foot Adjustments
Negative cost centers
rOTAL (sum lines 118-201)

I 362,378J

I so,660J

I 66,2001

I 1,314,786i
li
l0l

6 , 173 ,839i
-38, 591i
24L,079i

30,09L,777)

28 ,0521
r.8,240i
2,623i

115 ,458i
i

0l

- -,eso1

I

952,3551

ee, 39sl
15,2421

0l

ol
1, 066 , 992i

6,589i

1, 067 , 1-331

LLJ,,37 4i
17 ,0791

0i
i

0i
1, 19s , s861

159,861r
2,0471

0

0l
6tZ,3941

MCRrF32 - 3.5,136.0
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Hea'lth Financia'l systems
COST ALLOCATION - GENERAL SERVICE COSTS

cost center oescriiit'ion

50,00 i05000toPEMTrNG ROOM

GIBSON GENEML HOSPITAL In Lieu of Form

iaorqitrsinrrivl or:nerioH or I LAUNDRv & | xousereeerruc
i E & clNERAt I PLANT j urnex senvrce l

tl',orksheet B
PATt I
Date/Time erepared:
2/20/2013 1:52 pm_

DIETARY :

GENERAL SERVICE COST CETTERS
1.oo ioorooiuEw cninrl cosrs-BLDG & Frxr

5.00 i 7.00 i 8.00 I 9.00 10.00

l.yl iyylyylNhw cAp r(EL cosrs-BLDG d' FrxT I I i i 1.002.oo ioozoolr'rrw cAp REL cosrs-MVBLE Eeurp I I ] i I 
z.oo+.oo loo+ooleMpLoyEEBENEFrrs ] I I 4.00

Provider CCN: 151319
rron LO/O!/2071ro 09/30/2012

l.yl iyylyylNhw cAp r(EL cosrs-BLDG d' FrxT I I i i 1.002.oo ioozoolrurw cAp REL cosrs-MVBLE Eeurp I ] ] i4.00 roo4oolEMpLoyEEBENEFrrs I I I i i:33
5.00 ,oos0olADMrNrsrRArrvE & GENERAL s,rza,fszl I s.oo
i.99 loo7oolopERArroN oF pLANr ] 319,0831 7,8s4,47r1 , , I z.oo

3:33 33333l3i!3i,i,i1*" 
sERVrcE i ,31',ii3 13;i331 "3:i13i 620,e01 i B:BB

19.99 919991?M1!r_ i 91,197) r08,6s71 2,722i 40,780 oez,oszl ro.oo
11.99 l91199lqf!IE!rA !3,283i 0l 0i ol oi rr.oo
13.00 t01300lNURsrNG ADMrNrsrRArroN 38,2331 7,L691, O Z,Oggl o 13.00
16.00 p!990i t\4EDrcAL REcoRDs & LTBRARY * i 94J661 _ 34,6221 0 12,989: o] ro.oo

IIPATIEIIT RO'TII{E SERVICE COST C${TERS i

:9.99 9:999l1DULrs &,PEDrArRIcs i 381-,47ei 212,s111 68,s43i 7s,7zst zis,ss2i ro.oo
31.00 o31ooirNrENsrvE CARE uNrr i 87,991 50,284 gZgi ra,sost oi:r.oo
44.00 04400lsKrLLED NURSTNG FAcrLrw I 380,3j.2) 247,6771 62,374i 92,9241 qqz,]f,oi +q.ooi;::*-, : --.- i-i--r--

ANCILLARY SERVICE COST CENTERS -.----l
so.oo :osooo o;;M;tic R-od z40,zrL1 132,5661 !4,z4zi 4s,73s ----- l so.oo
11.99 igilg9iRADroLocy-DrAcNosrrc I 281,s061 e0,8021 s,tszl 34,066 0l s4.00
54.01 95401|NUCLEAR MEDTcTNE-DrAGNosrrc J 30,487i 10,909i o +,os:l ol sc.o:
99.99 lg9gggiLABoRAroRy I 313,61tt zs,ttol ol r+,gog, oi oo.oo
9:.99 t99:9gllEsfllAroly rHERApy i 119,0171 41,8681 q,qaai rs,zosi 0 6s.00
9!.99 iggqgglpHysrcAL rHERApy i L88,4711 73,0101 74,3e41i 2t,tst, ol oo.oo
67.00:06700loccupArroNAL rHERApy | 67,47L1 zL,z46 o1 z,stt, o; oz.oo
68.00 06800lspEEcH pArHoLoGy I 39,83S] r,OrO] oi ooa oi oe.oo
99.99 gg?g9i.LEcrRocARDroLocy I ol 0l oi o oi og.oo
71.00 r07L00lMEDrcAL suppLrEs CHARGED ro pArrENrs i 49,0941 93,2r7i 0 34,973 oi zr.oo
72.00 :07200lrMpL. DEv. CHARGED ro pArrENrs i 103,1321 0i o o o' 72.00
73.00 i07300lDRUGs IHARGE! ro_ pArrENrs i_ 194,38f1 zo,zasl ol g,ser: 0 73.00

'(,I,TPATIENT S.ERVICE COST CEXTERS
90.00 r09000lcLrNrc I ez,SZ:1 ss,s+21 0r 20,950i 0i 90.00
:9.91 iggggil"rABErEs i 18,022i t0,:rol o rE,ozri oi go.or
90.02 !090021op psycH i 1s,2s8l 5,2211 Ol r,gsg oi so.oz
91.99 ig9lgglEMERGENcy I 32s,34si 22e,83s1 rz,sooi 86,228t oj sr.oo
9?.99 ]g9?ggloBSERVArroN BEDS (NoN-orsrrNcr pARr) ] I gz.oo
93.00 iqqlqcARDrAc REHA9,, _ l_!L 0 ol o; ol ss.oo

111.99,ttlooffiiesi_Experse- - .1L8.00i lsuBrorALs (suru oF LrNES 1-117) I 3,768,191 j,,s98,267 _203,570_ s4,sas, __ 682,052,118.00
XO,NREIIiIBU!9A8|E. COST CENTER

1e4.00i079s0lMoB | 1,360,06s; zzl,zosl oi 83,178i ojrs+.oo
'194.01079511 FouNDArroN I 0l 33,999i 0' rz,75s, oirgt.or194.02.079s21Asc s0,1011 0l 0 0 o,!s4.02
?99.991 ]cross.root Adjustments I | 200.00
191.99i l!9gatiye cost centers | 0] o o 0t olzor.oo202.00i lroral (sum lines 118-201) | s,rza,rsz] t,ssn,tttl zor, szol ozo,sor, oaz,oszlzoz.oo

OTHER REIIISURSABLE COST CENTERS
ror.ooirciibolLrolre rliar-rx-ecerucv - | _-jp-ql{__,, Lt,ltgl _ __0i !&{ ___ o'hor.oo

SPECfAT PllngoqF COSI CrLlTrnsSPECIAL PURPOSE COST CEI{TERS

111.99,ttlooffiiesi_Experse- - .1L8.00i _LsuBrorALs (suru oF LrNES 1-117) I l,zeg,rg_rl I,'98,Z67 zO3,Sto. 5lq,968, 682,0521118.00

N4CRrF32 - 3.5.136.0
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ttealth Financial Svstems
COST ALLOCATION - GENEML sERVICE COSTS

cost center oescription

GENERAL SERVICE COST CENTERS
1.00 i00100

iADMINISTRATIo, nlconos & Resi dents
. Cost & post

Stepdown
. Adjustments

24.00 25.00

N

13 .00

i LTERARY

I
i

I ro.oo

2.00 i00200
4.00 00400

92.00 09200

11.00

309,675
2,035

1-5,,176

14,522
25,165

28,789
72,734
25,072

7 ,75e
3,585

c

2,057

_ 6,030

234,09t
(

I

I

674,7191

174,484i
o ao(l
z, oeqi

3,123,088
618,197r

3,212,87t

L,674,2491
1, 858 , 388i

r"92,1901
1, 979 , 960i

969, 648t
r, zze, rssi

429, 108i
237,339i

0i
4L5,577i
599, 390i

_...1
0l
0l
oj

0i
0l
oi
ot
ni
oi
Ui
oi
0i
0i
0i
0i

1.00
2 .00
4 .00
s .00
7 .O0
8 .00
9 .00

10 .00
11.00
1-3 .00
16 .00

30. 00
31". 00
44. 00

50.00
54.00
54. 03
60. 00
65 .00
66.00
67.00
68 .00
69 .00
71".00
72.OO
73 .00

90.00
90. 0r-
90.02
91.00

13.00
.00

0 i194 .00
0 i194 .01
0 i194 .02
0 i200.00
0 i20r-.00
0 i202 . 00

7.00 00700
8.00 1008009.00 i00900
ro.oo ,orooo
11.00 i01100
13.00 io13oo

5.00 00500 ADi4INISTRATIVE & GENERAL

OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADMINISTRATION

ro.oo ioro_oo ueorc,Al REcoRD_s & LTBRARv
INPATIET{T RO{JTII{E SERVICE COST CE}TERS

30.00 03000lADULrs & PEDTATRTCS

31.00 l03100lrNTENsrvE CARE uNrr
44.00 104400i SKTLLED NURSTNG FAcrLrry

ANCTLLARY SEIVICS COST CENTERS
50.00 l05000loPERATrNG RooM

54. 00 i054001 MDroLoGy-DrAGNosTrc
54.03 i05401lNUCLEAR MEDTcTNE-DrAGNosrrc
60.00 i06000 LABoRAToRY
65, OO ]06500] RESPIMTORY THERAPY
66.00 ]066001 PHYSTCAL THERAPY
67,00 IO6TOOI occUPATIoNAL THERAPY
68.00 i068001 sPEEcH PArHoLocY
69, 00 i06900i ELEcrRocARDroLoGY
71.00 i07100iMEDrcAL suppLrEs cHARGED To pATTENTs

72.00 i07200lri4pL. DEv. CHARGED To PATTENTS
73. 00 ioT3qqFRuqs cHARGE!_ro lArJE{rs

OT'TPATIENT SERVICE COST CEMTERS
90.00 r09000 CLINIC

DIABETES
OP PSYCH

EMERGENCY

OBSERVATION BEDS (NoN-DISTINCT PART)
CARDIAC REHAB

90.01 r09001
90.02 109002
91.00 109100

93.00 04040
OTHER REIIIBURSABLE COST CENTERS

NEW CAP REL COSTS-BLDG & FTXT
NEW CAP REL COsTs-I4VBLE EQUIP
EMPLOYEE BENEFITS

r-L17)

52,2261
10 ,89sl
or, azri

78 , s34i
L6, 384
92,962)

67,109i
63 ,083i

0l
73,8201
22,8L7
42,9501

0
01

0l
ol
oi
oi

0l
01

0l
0l
ol
ol
oi
ol
0i
0l
0l
0 r_, u1,894

2 ,0401
z,sazl
7 ,2621

28,1941
i
i

ol

0i
0i
0i
oi

0l
3 , 8221

tz,zgai

ol

z, osai
0i
0

153 ,009
I

0i

_'-
- ),?t?)

591, 932
161,0671
103,121

2 ,448 ,0591
92 .00
93 .00

101.00i10100i HoME HEALI-H AGENCY

SPECIAL PURPOSE CO-ST CENTERS
113.00i113001 TNTEREST EXPENSE

i.18.00i I5U_BTOTALS (SUM Oli LrNES

f"- o

l

307,9031

0

,ro , orr]
N(XR€IIIIBURSABLE COST CEI{TEIS

194.00 079501 Moi
L94. 011079511 FouNDArroN
194 .02i079521 Asc
200.00i lcross Foot Adjustments
201.00i jt'tegative cost centers
202,00i lrorel (sum lines 118-201)

0i 0l
L,77zi 0i0i 0i

i0l 0i
309,67si 234,098

_6L3,377i

1,3421
0i
0

0l
614,719i

2r,s4L5291_

s, zro, zsgl
44,303

7q1 1tn
oi
0t

30,091,771:

MCRrF32 - 3.5.136,0
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Health Financial
COST ALLOCATION - GENEML sERVICE COSTS

cost center Description

,GEI{:RAL SERVXgE CO_ST CENTERS

1.oo ioorool2.00 i00200
4.00 00400
s .00 100s00
7.00 00700
8.00 1008009.00 00900
10.00 101000
11.00 101100
rr.oo lorsoo
ro.oo torooo

AT{CILI.ARY SERVICE COST CENTERS

so.oo bsoooroPERATrNG RooM

54. 00 i054001 RADTOLoGY-DrAGNOsrrC
54 .03 i05401

GIBSON GENERAL HOSPITAL

Provider ccN: 151319
rn Lieu of

Peri od:
From I0/0L/20!!
ro 09/30/20t2

worksheet B
PATI I
Date/T i me

712oJ2073
Prepared:
1.5? pm-

NEW CAP REL COSTS-BLDG & FIXT
NEW CAP REL COSTS.MVBLE EQUIP
EI4PLOYEE BENEFITS
ADMINISTRATIVE & GENERAL

OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADI4INISTRATION
MEDICAL RECORDS & LIBRARY

3 , 123 ,088
618,197

3,Zr2,871

L,674,24t.
1, 858 , 38r

192,191
L,979,961

969,64i
L,278 ,r8i

429,L0i
237 ,331

I

415 , 57;
599, 39r

r. , 171, 89,

rclat
26 .00

--481,

21, 545 .

8 , 2r.0,
44,

29r,

30,091,

1. 00
2 .00
4 .00
5 .00
7.00
8 .00
9.00

10.00
11 .00
13 .00
16. 00

30.00
31. O0
44. 00

50.00
54 .00
54 .03
60.00
65.00
66 .00
67 .00
68. 00
69. 00
71.00
77..O0
73 .00

INPATXEITT ROUTTNE SERVICE COST CEI{TERS
30.OO iO3OOOIADULTS & PEDIATRICS
31.00 i03L00irNTENSrvE CARE uNrr
44.00 |O44OOI SKILLED NURSING FACILITY

60.00 i06000
65.00 106500
66.00 r06600
67.00 i06700
6E.00 t06800
69.00 106900

NUCLEAR MEDICINE-DIAGNOSTIC
LABORATORY

RESPIRATORY THERAPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
71.00 iO71OO!MEDICAL SUPPLIES CHARGED TO PATIENTS
72.00 IOT2OOIIMPL. DEv. CHARGED To PATIENTS
73.00 IOT3OO|DRUGS CHARGED To PATIENTS

OT'TPATIENT SERVICE COST CEI{TERS
90.00 r09000lcLrNrc
90.01- i09001i DIABETES
90.02 i09002ioP PsYcH
91. 00 to9100l EMERGENCY

92.00 t09200loBsERVATroN BED5 (NoN-DrsrrNcr PART)
93.00 i040401cARDrAc REHAB

OTHER RE:iIBURSAELE COST CE'{TERS
IOl.OOIlOlOOIHoME HEALTH AGENCY 

-SPJCTAL PUR?OSE CoST CEIrERS
113.00i113001 TNTEREST EXPENSE

1l-8.00i____l :uBTqlALl (q!M_oF LrNEs L-717) _
MXREIII'|BUR9ABL 

-E 
Co-Si CEifr€RS

194 .001079501 MoB

194. 0!079511 FouNDArroN
194.021079521 Asc
200.001 ]cross root rdjustments
201.00i lNegative cost centers
202.00i iTorAL (surn lines 118-201)

:91'9:lirbr, ub/i
103,121i

2 ,448,osei

ol

--'1
90.00
90. 0L
90.02
91.00
92 .00
93 .00

i
_ ___ -__ l

rL01 .00
I
i

t_

2631

s2el

7 59
3031
lsol

0l
ol

77tl

MCRrF32 - 3.5.136.0
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Cost Centef Description

iGEI{ERAL SERVICE COST CETTERS
1.00 i00100lNEW CAp REL COSTS-BLDG & FrXr
2.OO OO2OOINEW CAP REL COSTS-MVBLE EQUIP
4.00 00400i EMPLoYEE BENEFTTS

!9e1,t-t1*tl]1eryfe! sys tems
ALLOCATION OF CAPITAL RELATED COSTS Provider ccN:151319

CAPITAL RELATED COSTS

: oirectly I New sLoc & i

essigned ttew FrxT
capi tal

i Related Costs l

o .'' I r.oo ' 2.00

6, 56t
52 , 03[

L76,991
18,98(
LO,7L:
48,731

(
?. )11

L5,522

59,432
40,708
4 ,891

L7 ,8L6
L8,770
32,732
9,52s

722
0

4r,797
0

\1,784

fn Lieu of Form
worksheet B
PATt II
Date/Time Prepared:
z/ZA/20!3 1:52 pq

EMPLOYEE

EENEFITS

4.00

NEW MVBLE

EQUIP

028i
803i
460i

202
47

235

es,2731
22,5431

111,0391

From L0/0L/2OLL
ro 09/3O/ZOI?

Subtota'l

2A

:-3,g26i
tto,347
375,313

40,2481
22,7L7)

103,3351
0l

6, S15:

__ _- 32,9't41

5.00 00500
7.00 100700
8.00 t00800
9.00 io09o0
10.00 iolooo
11.00 i01100
13.00 i01300
16.00 i0l-600

194.00107950
194.0q079s1
794.OZiO7952
200.001
201.00i
202 .00i

ADIVINISTRATIVE & GENERAL

OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADI\4INISTMTION
MEDICAL RECORDS & LIBRARY

MOB

FOUNDATION

ASC

cross Foot Adjustments
Negative cost centers
ToTAL (sum lines 118-201)

l

0i
0i
oi
oi
ol
0i
0l
0i
0l

0l
0l
01

0i
oi
0l
0i
0i
ol
0l
0l
0
0l
01

0l

0l
ol
0l
0l

0l

i

7,3sei
s8,309i

t98,3221
21,268
!2,004
54, 604

0t

3,6011
77,3921

106,755j
25,2601

724,421i

13,926
L,702

273
36

319
169
208
744

1.00
2 .00
4 .00
s .00
7 .00
8 .00
9 .00

10.00
11. 00
13 .00
16 .00

INPATIEiIT ROI'TIi{E SERVICE COS: CENTERS
30.00 03000lADULrs & PEDrArRrcs
31.00 l03100lrNrENsrvE CARE uNrr
44.00 l04400lSKrLLED NURSTNG FAcrLrTy

A'{CILLARY SERVICE COST CEI{TERS

OTHER REIM8URSABLE COST C€I{TERS
LoL. 00: L0iool'HorvrE tlEALrH AGEN-cy

SP:CIAL PURPOSE COST CENTERS
113. 00,LL300l TNTEREST EXPENSE
118.00i _lqrBToTALs (suM oF LrxEs 1-117)

NONREIIIIBURSABLE COST CENTERS

2s , oiSl
L6,279
2,3401

103 ,0391
I

0l

66, 595i
4s,614i

5 ,4801
19, 963i
21,0331
36,677i
10,673i

809i
0l

46,8281
0l

B,2o4L__

28 ,0521
1.8,240i
2,6?3i

11s ,4s8i

0

))( I

------t
i, ios j

307
1, 103

30 ,00
31. 00
44.O0

L26,0271 565 50.00
86,322i 6321 54.00
10,371i o s4.03
37,7791 6461 60.00
39,803i 3371 65.00
69,409i 6391 66.00
20,198i 236j 67.00
1,s31 132i 68.00

0i 0l 69.00
88,619i 0i 71,.00

0 0i 72.00
24,9881 24si 73.00

I

s3,087i 16rl e0.00
34,519i 361 90.01
4,9631 s1i 90.02

2\8,4971 733i 91.00
0i i 92.00oi oi s:.oo

l_

90.01i09001lDrABErEs
90.02 !090021oP PsYcH
91.00 i091001 EMERGENCY

92.00 0g200loBsERVATroN BEDS (NoN-DrsrrNcr pARr)
93.00 i04040lcARDrAc REHAB

McRrF3z - 3.5,136.0
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Hea'lth Financial svstems
ALLOCATION OF CAPITAL RELATED CO5T5

Cost Center Description

.CEIENN 
SERVICE COST CENTERS

I erovider ccN:151319 | period: I worksheet e
I i rron t0/0t/2011 i Part rr
I J 

ro 09/30/2072 i q4!elIi!'e erepared:| : t2/2o/20L3 1:52-P1n
ADr,rrNrsiRATIil opeinriox or LAUNDRY & HoUSEKEEPTNG i 'orETARy- 

i

2,U491 L | 5.UU
6,eos] 382,4e! i 7.oo

600 I,7321 49,6L6. i 8.00
2,375 4,9281 2,2371 32,s79l i 9.00
L,973 22,4tsJ 663i 1,9801 13o,s3el 10.00

1.00 loorooj
2.00 i002001

NEW CAP REL COSTS-BLDG & FIXT
NEW CAP REL COSTS-I\4VBLE EQUIP
EMPLOYEE BENEFITS
ADIVINISTRATIVE & GENERAL

OPEMTION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA

i a ier'renai , pr-ari 
, urrEr^r iinvicE

i t.99 I 7.0Q i 9,90 i 9.90 10.00

1 atni fivv

: i 2.00
i i | 4.oo

112,0491 I I i s.00

13. OO iO13OO] NURSING ADIVIINISTRATION

16.00 I01600]MEDICAL RECORDS & LIBRARY

4.00 ioo+oo
5.00 :00500
7.00 i00700
8.00 ;OOSOO

e.o0 joosoo
10.00 i01o0o
11.00 t01100

194.00i07950
194.01i079s1
t94.02107952
2oo. ooi
201- .00j
202 .001

1l_,5l-8
7 ,4891
L,O77l

47,4041

I

0l

6,90s1 382,49L1 i 7.00

1,1s31 0l 0 ol oi 1r..00
8271 L,47sl 0 131 0i 13.00

2,0551 7,].41] 0l __ 631r _ __9"1 16.00
lrtttpATrSilT RourrilE SERVIGE cosT cEur:Rs

30.OO ]O3OOOIADULTS & PEDIATRICS
31.00 l03100lrNrENsrvE CARE uNrr
44,00 ]O44OOISKILLED NURSING FACILIry

.AT{CILLARY SERVICE COST CETTERS
50.00 05000loPERATrNG ROO|\4

8,2ssl
1, 9041

8, 23ol

5,198
6 ,092

66C

6,78e
3,247
4,078
1;46C

862
c

1,062
2,232
4,ZO(,

27 ,34i
L8,721
2,25(
8,19(
8,63(

1( nq(

4,38;
33;

(

]-9,221
(

5,42'.

30.00
31.00
44.00

50. 00
54.00
54 .03
60.00
65 .00
66 .00
67 .00
68 .00
69 .00
7r.. 00
72.00
73.00

90.00
90.01
90.02
91".00
92 .00
93 .00

01.00

43 ,8311
10, 3711

51, 086l

16,707i
t ?ol

\5,202i

3,877
9161

Lsogi

2:474
1, 654

100

724t
I h5l

1,330i
387i

291

0
1, 698

0i
47q..-

1,0L7i
661r

95:
4,186i

l

0l

l
4s,92si

0i
84,6141

1

0l
0
0i
0l

54.00 O54OOI RADIOLOGY-DIAGNOSTIC
54.03 i0s401
60.00 i06000
65.00 i06500
66.00 i06600
67.00 i06700
68.00 i06800
69.00 i06900
71.00 iOTIOOIMEDICAL SUPPLIES CHARGED TO PATIENTS
72.00 iOT2OOIIMPL. DEV. CHARGED TO PATIENTS
73,00 |O73OO]DRUGS CHARGED TO PATIENTS

,OI'TPATIEIT SERVIC€ COST CENTERS
90.00 t09000icLrNrc
90.01 i09001lDrABETES
90.02 :09o02loP PsYcH
91.00 r091001 EMERGENCY

92,00 j0g200loBsERVArroN BEDS (NoN-DrsrrNcr pARr)

93.00 i040401 cARprAc RE!49
O'THER REIiIBURSAELE COST CEIITERS

1O1.OO!1O1OOI HOME HEALTH AGENCY

.sP!cI4! PuRposE calLsElIERI_
113.001L1300l TNTEREST EXPENSE

118.00i lsuBrorAls (suM oF LrqEs J.-41)
I{OIiIREIiIBURSAELE COST CENTERS

NUCLEAR MEDICINE-DIAGNOSTIC
LABOMTORY
RESPIRATORY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY

3,4771
2,24Oi

0i
0i

1, 088i
3, s08i

0i
0i
0l
ol
0
o

is,dil 4s,7271 bl
0l 7,oL2i 0

1,0841 o] o

I0100i
Lr2,0491 382,4971 49,616i

0i
0i
0l
0
0i
0l
0i
0i
0i
0i
0l
0l

i

I

I

I

I
I

I

I
I

1, 900
390
330

7 ,040

0i
0i
0i

4,267i

- 
I -;'.rL --r',"T-

MOB

FOUNDATION

ASC
cross Foot Adjustments
Negative cost centers
roTAL (sum lines L1-8-201-)

McRrF32 - 3.5.136.0



oO -.**#

b"""'^'ffi

,fl#ffiffi.ar, l# li;#-g ---1T';;

i 
,,i't'"'**,'::"- 

:carerenre ,u*,J**""i d;; 
81R3"4-ffi-ffi

t.oo ff|oEn-.saRvrcE cocr -_.

ir#u"+r:i'*'h".:fj**t. , "oo , "oo ' ,,,, z4oo ffi 
Fr

j#dfrfj[.%:Tf.?.*1*^!,ilT. r i I , 
-,ri70"n., 

_

#:33,j,'.'ffli^'f.,.,r^ t i i i l,':;;

;;;6;rffi?,::.:r"t".;;--' i t i 'uoo , ,ooo cffi
y.,i1i, Jffi"1,y13,i' "J

-'T'ss ;'ir:/iii'a$'J"""" 
sERvrcE I i i

J##ffilffii..*.* i "i ,,,1
,,'iff

#x;;'li/ffi.ti*lifr;:::5 :i# ;fj' ::;;' -,.# .-,#rf

#ffiffiff$#
## , ! l;'jn :iu E rff

#ffii:$tf;#J*t*r#a":" i ,'j I "-# qir 
fjf#

,, oo iiJ,iJ;l5J..l^"f1,?"tu 
nsnc . I ,x - i # 'ii:! ir#

3.5.136.0

##*;i'.*ts[t*1'**lg-'':"i ! I "r'r ti# i##
# I iir 'W -l#j'l l'*{i W;'rlrfr

fjj 'fiifffivrc' 
cosruill*- - 

|

l*,:i$/jr?11.?,,*r*,H"",: rr :" I



o
o
o
o
lt-
o
O
o
O
o
O
O
o
o
o
O
o
o
o
o
Or
!
O
o
a
o
o
o
o
o
o
o
O
o
O
o
o
-

-t'tt
o
o
o
o

!!eI!h !i4g!15ial lyslgry
ALLOCATION OF CAPITAL RELATED COSTS

Cost Center Description

GENERAL SERVICE COST CENTERS
1.00 i00100lNEW CAp REL COSTS-BLDG & FrXT

8.00 i00800lLAUNDRY & LrNEN sERVrcE
9.OO iOO9OOIHOUSEKEEPING

2.00 i00200lNEw cAp REL cosrs-MVBLE Eeurp
4.OO OO4OOI EMPLOYEE BENEFITS
5.OO ]OO5OOIADMINISTRATIVE & GENERALJ r vv rvvJvvt 

^z.oo ]oozooloPERArroN oF PLANr

GENERAL HOSPITAL
Provider ccN: 151319 Peri od:

Fron !O/OL/Z0Il'
ro 09/30/2072

of Form cN4s-2552-10
worksheet B
PATt II
Date/T i me

?0/29\3

1. 00
2.00
4 .00
5.00
7 .O0
8 .00
9 .00

10.00
11.00
13 .00
16 .00

30.00
31. 00
44.00

50.00
54 .00
54 .03
60.00
65 .00
66 .00
67 .00
68.00
69. 00
71.00
72.00
73 .00

90.00
90.01
90 .02
91. 00
92 .00
93 .00

Prepared:
li 5,2 -p!

10.00 i01000lDrErARY
11.00 OllOOICAFETERIA
13 , OO ]O13OOI NURSING ADIVINISTMTIoN
16,00 iQl600lruEDrcAL REcoRDs & LTBRARY

IXNPATIENT ROUTINE SERVICE COST C€NTERS
ro.oo io:oootaDULTs & PEDTATRTcs
:r.oo iolroolrNTENsrvE cARE uNrr
aa. oo 1,0_a+ooi sKTLLED NURsTNG FAcrlrry

AICTLLARY SERVTCE COST CENTERS
sO. oO lOSoOb-lopEnarrNe nooM
54. 00 1054001 RADroLocy-DrAGNoSrrc
54.03 iO54O1I NUCLEAR I\4EDICINE.DIAGNoSTIC
oo.oo iooooo] LABoRAToRY
65.00 IOGSOOIRESPIMTORY THERAPY
ee.oo ooooolPHYsrcAL THERAPY
67.00 i06z00ioccupArroNAL rHEnapy
68.00 t06800l5PEECH PATHOLOGY

69. 00 |06900] ELEcrRocARDroLoGY
7L.00 i07100lN4EDrCIL suppLrEs cHARGED To eATTENTs
72.00 i07200lrMpL, DEV. CHARGED ro PATTENTS
73.00 ;07300loRUGs CHARGED To PATTENTS

l9,UTP-ATrEilT SERVTCE CO_S-T CE|{TER5
90.00 i09000lcLrNrc
90.01 i09001lDrABETES
90,02 i09002ioP PsYcH
sr.oo iosLooi EMERGENcY

92,00 t09200ioBSERVATION BEDS (NoN-DISTINCT PART)
93.00 i04040iCAROrAC REHAB

ToTHER RETUSURSABLS COST CEi{TERS
1O1.OOi1O1OOI HOME HEALTH AGENCY

9?EII4L ?URPO-SE Cosr cerreni
113.00j113001 TNTEREST ExPENSE
118.001 _LSUqrorAlslSlM .oF LrNEs 1-l-17)

TOT{REIIIIBURSABLE COST CENTERS
rgn . oo oTgsoi ruoe

194. 01r079511 FouNDArroN
194 .021079521 ASc
200.001 lcross root edjustments
201,00i ]uegative cost centers
202.00i lrornu (sum lines 118-201)

337,3211
62,9041

404,397i

i

i

I

I

I
1"69,771
120, 19r
13,48(
s9,421
55,52;
97 ,14(
26, 69;
2,90i

(

110,6r.4
2,23i

35,361

6z, 8s1l
43,260i
6, s48l

2e4, 66si

0l

I

-T-
t_

17,4611

-T_-
L,927 ,794

101.00

111-3 .00
1118 .00
i

i194 .00
hg+ . or
L94.02
1200 .00
1201. 00
i202 .00

2e:, abll
40,007i
r, os+j

0i

- ^-" .-9a,zoLt>16

MCRrF32 - 3.5.136,0
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Heal_th, llinanci a] .,s;-1tsqr , __ GIBSON GENERAL rn lieu of
COST ALLOCATION . STATISTICAL BASIS Provider CcN:151,319

CAPITAL RELATEO COSTS

cost center Description i NEt BLDG & I NEh, MVBLE j eunlovee ,neconciliatio.ADMrNrsrRATrv
rIXT ] ;QUIP I EENEFITS ] n E&GENERAL(SQUAR:i(sQuanel(cnoss.(AccuM.
FEqQ F,EET) SALARIES) cosT)1.00 2.00 i 4.00 5A s.oo -

GEIEB L. SERyJCE CoSr CENTERS

1.99 gglryi-5w 91 REL cosrs-BLDG & Frxr s1,633, - : 
1.002.00 00200|NEW cAp REL cosrs-,rrvBLE EQUrp I I 91,6331 | 2.00

1.99 :9o1oolErvpLoyEE BENEFTTS I s64l s64l L4,oo3,s42 i +.oo
I.99 9glgg]ADMrNrsrRArrvE & GENERAL | 4,460i a,rcSl 7,7L2,3L4i _s,r78,3s7: 24,s17,637t s.OO
i.99 00700lopEurroN oF pLANr I 1s,z00l rs,zool z74,slli oi r,sls,rea 7.oo
!.99 ]g9lggiLAUNDRy & LrNEN sERVrcE 1.,6301 r,oaoi 36,222i oi ttE,+gz,t 8.00
?:09^,99999llousEKEEprNG e20i szol 3zo,71s o sze,ro+: e.go
19.99 i9l999l?rll1.y +,rsst 4,r.8s 170,0e6 0 438,6s0, ro.oo
11.99 g1lgg CAFETERTA ; 0l ol zoa,zai_ 0 zso,:gzi rr.oo
11.99 911991*uRsrNG ADMrNrsrRArroN | 2761 2761 L44,772: or ra:,g7li r3.oo
16.00.01-600lMEDrcAL RECoRDS & LTBRARy 1,333 r,rlri zzs,sazi o, qsa,g66 16.00

rNpATrErr RourrNE sERvrcE cosr cEr{T€Rs -]19.99 lgl0gglADuLrs & pEDrArRrcs I 8,ts2l 8,1821 1,111,e8ei o t,aji,6jo] ro.oo
1i.99 i911991llluiu. CARE uNrr i 1,e30j r,slol 30e,12s' o 423',404 3]..00
44.00 04400lsKrLLED NURSTNG FAcrLrry | 9,536j _ s,sre __ r,tog,oari o r,s3o,0rsi a+.oo

AI{CILLARY SERVTCE COST CENTERS
50.00 l05000ioPERATrNG RooM:9.99 l9:9l9loPERArING RooM s,104 s,1041 568,6781 ot j,jjs,seal so.oo
:1.99 i9:1991*DroLocy-DrAcNosrrc I 3,4sol :,+sel ors,serj oi :.,rsa,szqi sc.oo
:1.91 9:191]*ucLEAR MEDTcTNE-DrAGNosrrc ,, 420| +zol 0! 0t 746.,701 s4.03
99.99 99999i!ll9l1l9l] i 1,l3oi r,saol aso,osoi oi r,sog,osol oo.oo
91.99 99:9911!sll!ArolY rHERApy L 1,6r.21 1.,612 338,s84 o 722',oosr os.oo
99.99 999991f!yslg! rHERApy 2,811 2,8r.r. 642,s8e o goo,gool oo.oo
91.99 

'99i99 
gccupArroNAL rHEnlpy 8r_8] eral z:z,sas o Jz4,6onj ez.oo

99.99 999991 
spEEcH pArHoLoGy I 021 6zl r::,ras o, w,701i 6s.oo

99.99 oqgoolElEcrRocARDroLocy i 0l Oi Ot Or O, 69.00
71.00 t07100lMEDrCAL supplrEs CHARGED To PATTENTS

/J.vuiu/ruuluKuGsLHAK(JEUtupAtrrNts l -_ 1,0_14 1,0121_2_46,,976i _ _0 _935,33473,00
OUTPATTENT SERVICE COST CE]TTERS

9o.o0 ogoooicLrNrc i z,rsol z,rsoi iaz,ggr, ot 4zz,s93 90.00
99.91 99991lorABErEs I 1,3ea; r,lsal :s,zesi o: s6,743 e0.01

iQUTPArrErr SERVTCE COST CEUTERS'
90.00 logo0olcLrNrc I

11.99 g11ggllEDrcAL_supplrEs CHARGED ro pArrENrs ' 3,sagi 3,s8e' 0i 0t 236,236 71.00
i1.99 |91i99ltlvp!: ?Ev. CHARGED ro pArrENrs 0 0 oi o' 4s6,2s8'.72.00
73.00 '07300JDRUGs cHARGED ro pArrENrs 1,.012 r,otz1 _ 246,976 0 935,3371 73.00

1l'lY:YlYYYl -"''^" ' z'L)ui z'r)ul roz,JJ5'. vt. 4zl,59j 9t1.00
:9.91 9:9911?IABETES r.,3e8i 1,3e81 :s,zesi o: s6,743 e0.0r.
:9.91 9:99ll9l_Tlc! I 20ri zor sr,ozr; o' 7i,4zr': so.oz
?1.99 9?19!]EMERGENcv I 8,84e s,e+sl 737,673 o r,sos,s+zi gr.oo
?1.99 g?lggloBsERvArroN BEDS (NoN-DrsrrNcr pARr) i I | -i 

et.00
93.00 ;g404olcARDrAc REHAB | 0i Ol 0i O; Oi g:.OO

ly.yi:ylyyll"rAutsrEs r,JeEt t,398l 35,768i 0t 96,7431 90.0j-
:9.91 9:99ll9l_Tlc! I 20ri zor sr,ozr; o' 7i,4zr': so.oz
?1.99 9?1991!MtE'!y I 8,s49 s,e+gl 737,673 o r,sos,s+zi gr.oo

rJ-6.uui isuBr_orALs (suM or LllEq l-t_V) ___ i_ 81,7881 ,8r.,7881_, 10,_3_01,3,191 lr17-grUl_ rg,1-lz,osgirLa.oo
M)I{REIUBURSAB_,LE S9ST.CE$rERS 

-1?1.g9gi?:gl!gr - 8,s36, a,s:ol 3,6ss,4r.6i ot 6,s44,4egirga.oo
l-94 .01 079511 FouNDArroN ] 1 , 309 1, 309 46, 8O7t 4 ,223 o irg+ . or
1?4.0207ss2;Asc i o 0l 0 o z4L,orcigq.oz

iii:iilil;::,1:":"lij::;l:::' i i i:B?:BB

2oz.oo lcost to be allocated (per wkst. B, ] r,ooe,oszj r,rss,saoi 612,3941 s,r71,3s7zoz.oo
iPart r) I i i I 

l

i9? 99; lynil 5os3 multiptier (wkst. B, part r) I rr.ocares] tr.oazsle o.o$z:ri o.zozsrgtzos.oo204.00r lcost to_be ailocated (per wkst. B, i ] ] rr,szol rn,oqgizoa.oo
, iPartrr) I i i i20s.001 

iyll. -r. multipfier (wkst. B, part 
] i 

i o.ooossol 0.0044e7 2os.0o

OTHER REIiIBURSABLE COST CETTERS
ror.oog4.o-ol!otqj_qt_tl--t9.ter_ ____ I sosl sosl t3s,i6ii ___ ja2,+r2iror.oo

iI_P.ECIAL -PuRl'loSE COST cErrERSrri.ooiii:oolrnienesr-oipensifji--l-i1:.oo
1-l-8.00i isuBr_orALs (su!4 o! r-;15q 1-1_v) ___ i _ ar,zeal , gL4!L_, ro,_e_or,l,rst 1,17-g,ul_ re,1-1z,osgiLa.oo

M)I{REIIIBURSABLE COST CETTERS

McRrF32 - 3.5.136.0
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Ith Financi
COST ALLOCATION - STATISTICAL BASIS

cost center Descriptjon

GEIERAL SERVIC€ COST CEIIITERS

5.00 i00500lADM TIVE & GENEML
7,OO OOTOO|OPERATION OF PLANT
8.OO OOSOOILAUNDRY & LINEN SERVICE
9.OO OO9OOIHoUSEKEEPING
10.00 t01000lDrErARY
11.00 i11. OO iOllOOI CAFETERIA
13. OO iO13OO1 NURSING ADMINISTRATIoN
16.00 i01600lMEDrCAL REcoRDs & LTBRARY

GIBSON GENEML HOSPITAL cMS-2552-10
Provider CCN:151319

opERArroN oF I LAUNDRv a I Hoirserreeinb
PLANT i LINEN SERVICE ] (SQUARE

(sQrrARE I (POUNDS OF : FEEr)
FEET) I LAUNDRY) i

7.0018.00r9.00

DIETARY
(MEALS

SERVED)

10.00

CAFETERIA
(FTE' s)

11.00

1.00 i00100lNEW CAp REL CO5TS-BLDG & Frxr
2.00 i002001ruew cAp REL cosrs-r\4vBLE Eeurp
4.OO IOO4OOI EMPLOYEE BENEFITS
5.00 io0500inoMrNrsrRATrvE & GENEML

I

l
l
l
1

l

316, 629 i

2 ,081 
1

ls ,sL7 i

I

68,850i
4,185i 59,268i

nni
z76i 0i

l,, 333i 0l

s,104j 0
3,496i 0

4201 0
r.,s30l 0
1,612i 0
2,811i 0

8181 ol
62i 0l
0i 0l

3, s891 Olol oi
l-, 01"21 0l

1.00
2 .00
4 .00
5.00
7 .00
8 .00
9 .00

10 .00
11.00
13 .00
16 .00

ss,rst ro.oo
11,140i 31.00

-63,2.10i 44.00
i

ii;84'8'l

INPATIEI{T ROUTINE SERVICE COST CET{TERS
ro.oo io:ooojaDULrs & PEDrArRrcs
31,.00 03100lrNTENSIVE CARE UNrr
44.00 l04400lSKrLLED NURSTNG FACrLrry

.ANCXLLARY 
SERVICE COST CEI{TERs

8, 182 190, 510
1,936 2,72:,l
g, ssol 123,3621

7t,40c
1, 63C

92C
4,185

0

276
r-, 333

5,1-04
3 ,496

420
1, 530
L, OlZ
2,81L

8181

6Zi
oi

3 , ssei
ol

1,0121

565,804
25,438
7,565

0
0
0

8, 1821

1, 9361

9,s36i

20,851
0

38,477

60.00
65 .00
66.00
67 .00
68 .00
69.00
71. 00
72.O0

50.00 05000toPERATrNG RooM

54. 00 1054001 RADroLoGy-DrAGNosrrc
s+.or los+orl r.rucLEAR MEDTcTNE-DrAGNosrrc

LABORATORY

RESPIMTORY THEMPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PATTENTS
IMPL. DEV. CHARGED TO PATIENTS

73.00 :07300iDRUGS CHARGED To PATIENTS
O'TPATIENT S€RVICE COST CENTERS

90.00 o900otcr-rnrc
So.of osoorlorABErEs
90.02 j09002loP PsYcH
91.00 i091001 EMERGENCY

92.00 i09200ioBsERvATroN BEDS (NoN-DrsTrNcr PART)
93 .00 iq404-01 CARDIAC,.B_EHAB

OTHER REIIIIEURSAALE COST C:TTERS
101 . o0 t 0t00r Horae xeer-rn ace_rcv - - 

- :-
SPECIAI P|'RPOSE COST CENTERS

ol 2,1s01 oi 
-0l 1,398 0iol 2o1r o

6s7l 8,84ei 0

li0i _ -0j 9.

or lost

3e, s841
2s, s49l

0l
0l

rz,4L21
40,0061

0l
oi
0l
oi
oi
oi

i -'T,rso1

I 1,3e81

1 z01l

] 8,84e1 48,

iii0i

25,730
0

29,436
13 ,020
25,635

7 ,930
3 ,666

0
2 ,1"03

50 .00
54.00
54. 03
60,00
65.00
66.00
67 .00
68.00
69.00
71.00

0 72.00
6,1651 73.00- -- ..- 

I

-_l
2,0861 90.00

505

z,s99i 90.01
7 ,4251 90.O2

28,827i 91.00
i 92.00

0i 93.00

_lror.oo
113. 00i113001 rNrEREsr EXPENSE

118.00i lsueroilLs (!uM oE LIliEs 1-L17) sas, so+] !9_q_qs1 lglggj61,555

8;*61
1,309i 0

0i 0

3 .00
.00

.00

0 i194 .02

i200.00
201-.00

309 ,675 i202 .00
l

0. 978037 1203 .00
1 , 361 1204 .00

o. oo+zga izos . oo
i

194.00i07950
rgl.oriozgsr
194.02i07952
200.001
201.00i
202 .00i

203 .00i
zoa . ooi

zos.ool

M}IREXI,IEURSAELE COST CENTERS
MOB

FOUNDATION

ASC

cross Foot Adjustments
ttegative cost centers
cost to be allocated (per wkst. B,
Part I)
unit cost multip"lier (wkst, B, part r)
cost to be allocated (per wkst. e,
Part rr)
unit cost multiplier (wkst. B, part
II)

8, 5361

L, 3o9l
0l

r,854 ,47LJ

2s.e72s83:1
382 ,4911

I

I

s.357oL7i

rl

,0, , ,rol

0. 3s97891
49, 6161

o.os76e1

i

670, 90r.i

9.744386i
32.570

0 .473057

682 ,052j

11.507930i
130, 539i

2.20252L1

period: i worksheet e-1
Fron L0/Ot/2071i
To 09/30/2072 | Date/Time prepared:

| 2/20/?013 1:5? pqr_

MCRrF32 - 3.5.136.0
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Health Financial systems __rn Lieu of_rorm crE]slalQ
i Period: i worksheet e-1
iFron L0/01/701ri
I ro 09/30/2012 I Date/rine prepared:
i _t2/20/29]-3-ts? pr--

r-.00
2.00
4.OO
5 .00
7 .00
8 .00
9. 00

10. 00
L1. 00
r-3 .00
16.00

30 .00
31. 00
44.OO

50. 00
54 .00
54.03
60.00
65 .00
66 .00
b/.UU
68.00
69. 00
71.00
72.00
73.00

90.00
90.01
90.02
91.00
92.00
93 .00

i101 .00
i

--l
113.00
r118.00
j

lr-94 . oo
irsa . or
iL94.02
i2oo. oo
1201.00
1202 .00

;zo: . oo
i204 ,00

205 .00

COST ALLOCATION - STATISTICAL BASIS

cost center Description

GENERAL SERVICI COST CEilTERS
1.00 i00100lNEW CAp REL COSTS-BLDG & FrxT
2.00 l00200iNEw CAp REL COSTS-MVBLE Eeurp
+.oo looqoolEMPLoYEE BENEFTTS
s.00 i00500 ADMINISTRATIVE & GENERAL

OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA

7.00 r00700
8.oo loo8oo
9.00 i00900
10.00 101000
rt. OO tO:.1OO

I

159,1-7sl
0i

I

l

I
I

I

I

I

I

l

__ ,4s8|

oi rJ0l 01']'i
234,0e8i 674,71el

1.470696i L,342.1812231
e,40sl 43,0331

0.0se0861 e3.9s8s1si

s3,3991
rr, raol
6_3,2101

-of
0l
0i
oi

OT'TPATIET{T SERVICE COST CEi{TERS
90.00 ogooolcLrNrc I ol 2
90.01 rogoo1iDrABErEs z,Sggi Ol

90.02 090021oP PsYcH I oi oi

?1.99 ]9?1991 EMERGENCY I za,azzt rral
92.00 :og2ooloBSERvATroN BEDS (NoN-DrsrrNcr pARr) i ] |

93.00 ;040401_cARDrAC_REHAB I __ _ oi _ol

rrbi--
ti
ZI

s0l
47)

0l
5sl
]'7i
2 )l

oi
0
0l
ol
ol
0l

l-94.00l079501 MoB

L94, 0li079511 FouNDArroN
rsc . ozlozsszl asc
200.00i lcross root Adjustments
201.001 lNegative cost centers
202.00j ]cost to be al'located (per wkst. B,

I eart r;
203.00i iunit cost multiplier (lvkst. B, part r)
204.001 ]cost to be allocated (per wkst. B,

I Part rr)
205.00i lUnit cost multiplier (hrkst. B, part

i II)

OTHER RETilBURSABLE COST CENTERS
1-01 .00. 101001 HoN4E HEALTH_ AGENcy

EIESL_AL P_VlPolE aogf_ cE{LEls _ ___
113.00i11300lrNrEREsr ExpENsE | |118.00i _ lsuBrorALll_s_!,M,qF LrNEs 1-117) I tS9,L71_-_ +SZl

I{ONREIIIIBURSABLE COST CEXT€RS

MCRrF32 - 3,5.136.0
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Health_ Financial systems
COMPUTATION OF MTIO OF COSTS TO CHARGES

rn Lieu of Form cMs-2552-10
ccN: 151319

TitIE XVIII

TotalTotal Cost irherapy t-imitl
(from wkst. i Adj. 

l

B, Part I, i

q91.,. .e6) i1.00 i 2.00

3 , 123 ,088i
618, 1e7l

3,2L2,87L1

L,674,24

worksheet c
rron LQ/0L/2O11" i Part rro oe/30/2072 i Pe-t:lliTg

Hospi tal cost
costs

costs RcE Total costs
oi sal 'l owance

Cost Center oescription

INPATIENT ROUTINE SERVICE COST CENTERS
3.00 4.0_0_ : _,l.oo

30.OO O3OOOIADULTS & PEDIATRICS
31.00 O31OOIINTENSIVE CARE UNIT
44.00 04400IIK.rLLED NURSTNG FACrLrry

ANCILLARY SERVICE COST CENTERS

1,858,3
192,7

L,674 ,249
1,8s8,3881

1"92,1901
1,979,960

969, 648
1,278,1881

429,7O8
237 ,339

0
41.5,577
599, 390r

L,77L,894i

30 .00
31.00
44.00

50. 00
54.00
54. 03
60. 00
65.00
66. 00
67. 00
68.00
69.00
71. 00
72.OO
73.00

90.00
90. 01
90.02
91.00
92 .00
93.00

3 , 123 ,088i
brd, lvli

3,2r2,87Li

ol 
-- r, rz:,6ee I0t 618,197

0i 3,212,871

r,674,249
r-,858 , 388

192, r.90
r.,979,960

969,648
L,278 , 188

429,L08
237,339

0

50.00 05000toPERArrNG RooM

RADIOLOGY-DIAGNOSTIC
NUCLEAR MEDICINE-DIAGNOSTIC
LABORATORY

RESPIMTORY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY

54,00 i05400
54.03 i05401
60.00 r06000
65.00 i06500
66.00 i06600
67.00 i06700
68.00 i058001 SPEECH PArHoLocY
69.00 069001 ELEcrRocARDroLoGY
71.00 i07100iMEDrCAL suppLrEs CHARGED To PATTENTS
72.00 ]O72OOIIMPL. DEV. CHARGED TO PATIENT5
73.00 l07300lDRUGs cHARGED To pArrENTs

4t5,
599,

T,L7L,

L,979 ,

969,64
t,278,7

429,
237 ,3 237,33911

0l
4t5,577
599 , 390 l

1,U_Lqqq
____j
591, 932 l

1 61, 067 l

103,1211
2 , 448 ,0s9 

1

s34, 821 l

57

0l
oi
0i
0i
0i
0i
0l
0i
oi
oi
0i
0i

0l
0i
n'
ni

n.

oUTPATTENT SERVTCE COE! CFNTERS
90.00 109000lcLINrc
90.01 i0900llDrABErEs
90.02 i09002loP PsYcH
9l-.00 l09L00l EMERGENCY

92.00 i09200]oBsERVArroN BED5 (NoN-DrsrrNcr pARr)
93 ,00 i0404,01 cAR-DrAc REHAB

OTHER REIIIIEURSABLE COST Cg|ifrERS
101. OO 101qot Hoqe neJlrr aceru_cv

SPECIAL PURPOSE COST CEUTERS
113.00r1-l-3001 TNTEREsT EipENsE
200.00i lsubtotal (see instructions)
201.00i lLess observation Beds
202.00i lrotal (see instructions)

591, 9321

161, 067i
103,121i

2,448,0591
s34,82r-i

0i

s91,9321
161,0671
103,12li

2 ,448 ,0591
534,821i

-0i

481, 263i

I

22,080,3501 0
534, 821i

2L,545,529 0

0l
__4
481, 263 i101.00

lrrr nn
22 ,080, 350 i200.00

s34 , 82r. i201.00
21,54s,529 i202.00

481, 2631

I

22 ,080 , 3501

534,821
2r-, s45 , 5291

'l
0l

McRrF3z - 3.5.136.0
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Health Financ-ial systems
COMPUTATION OF RATIO OF COSTS TO CHARGES

rnpati ent

o. oo

Provider ccN:151319

Tit XVIII
qha.rsq?.

outpatient i Total (col .
I + co]. 7)

7.oo I e.oo

6,Cost or Other' natio

- colt 
i.

TEFRA :

rnpat i ent
.Baliq I 

-10.00 i9 .00

cost center oescription

INPATIENT ROUTINE SERVICE COST CETTERS
30,00 i03000lADULTS & PEDTATRTCS
31.00 io3loolrNrENsrvE cARE uNrr
44.00 i044001 SKTLLED NURSTNG FACrLrry

AI{CILLARY SERVICE COST CENTERS

50.OO IO5OOOIOPERATING ROOM 797,7061 3,760,27Jwrvw ivJvvvtv

54. 00 i054001 RADroLoGy-DrAGNosrrc ;fi:il;l ;"i;;"i
54.03 iO54O1I NUCLEAR MEDICINE-DIAGNOSTIC 28,289i 319, s2
60.00 060001 LAEoRAToRY 950,929i 6,484,
65.00 1065001 REsprRAroRy rHERApy 689,1051 L,827,
66.00 06600IPHYSICAL THEMPY 1,060,35si 3,029,
67.00 06700I OCCUPATIONAL THERAPY 455,6611 7,2t2,

OTHER REIITI3URSABLE COST CE'{TERS
ror.ooiiorooinoME HEALTH AGENcy i 0i _508,1311

68.00 i06800lspEEcH pArHoLoGy i 59,5291 583,
69.00 069001 ELECTROCARDTOLOGY | 0l
71.00 i07100lMEDrcAL suppLrEs CHARGED ro pArrENrs i 861,648i 519,
72.00 i07200lrMpL. DEV, CHARGED ro pArrENrS i 895,8041 L22,
73.00 i07J_oolDRUGs CHARGED ro pAIrENr! i 1,02q,5JJi 1,800,

TOUTPATIENT SERVICE COST CENTERS

9O.OO o9oOolcr-rrurc I Ol 310,2091
90.01 09001lDrABErEs I 01 29,8L2
90.02 09002ioP PsYcH I 01 162,724
91.00 09100|EMERGENCY j 125,643J 6,574,004
92.00 iogz0oloBsERvArroN BEDS (NON-DrsrrNcr pARr) 1 LL,375] 370,925
93.00 04040lcARDrAc REHAB I 0 0

OTHER REIITIBURSABLE COST CENTERS

1, 960 ,0771
ns,nal

1, 969 ,4551

L,960,077
42s,7zBi

1,969 ,45 5i

4,557 ,980t
9 , s06, 219i

347,812i
7 ,435,6211
2 ,516,7641
q,ogg,zzsl
r, ooa , rozl

643,1411
0l

r., 381, 204
1,018 ,03r.
2,829,435

310, 209i
29,81_2i

762,L241
6,699 ,647i

:ez,:ooi
qi

50s,131I

!

i

48,441,522i

48,44L,5221

0. 367323i
0.L9s492i
0. 552569i
0. 266280i
o.zesztei
0.312536i
o.zs7z4zi
0. 369031i
o. ooooooi
0. 300880:
o .ssalz +l
0, {1{!8ii

t.goeii2i
5.4027571
0. 636063
0. 36540r-
1". 398956

_Q_,o-q-qq_qq_

0.0000001 90.00
0.000000i 90.01
o.ooooooi so.oz
0.000000J 91.00
0.0000001 92.00
0.000000i 93.00

.l

_1101. 00
I

lrrs . oo
1200. 00
l20l-. 00
202.00

o -oooooo
0.000000
0.000000
0 .000000
0 .000000
0.000000
0 .000000
0.000000
0.000000 i

o. oooooo i

0.000000 i

o.qoq_o_qoj

30.00
31.00
44.00

50.00
54 .00
54 .03
60. 00
6s .00
66 .00
67 .00
68 .00
69 .00
7L.00
72.OO
73 .00

SPECIAL PURPOSE COST CENTERS

rr:,ool11rool INrEREST EXPENSE i ] I200.00] Lsubtotal (see instructions) I 11,599,9191 36,841,603
201.00i lLess observation Beds i ] I202.001 lrotal (see instructions) i 11,599,919i 36,841,603i

-__In Lieu of Form cMs-2552_-1Q
Period: i worksheet c
From 10/01/2011 i Part I
ro 09/30/2012 | oate/rime Prepared:

i2/zO/2013 1:52 om

McRrF32 - 3.5.136.0
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Hea l th Fi nanc_i_e--l__5.I'_te[s _
COMPUTATION OF RATIO OF COSTS

-10
TO CHARGES worksheet c

Part r
Date/Time Prepared:
2/20/2013 1:52 om

CostHospi ta
cost center DescriDtion

INPATIETT ROUTIT{E SERVICE COST CEI{TENS
30.OO O3OOOIADULTS & PEDIATRICS
31,00 i03L00lrNrENSrvE CARE uNrr
44.00 IO44OOISKILLED-NURSING FACILIW

ANCILLARY SENVIC€ COST CETTERS

I res rnpatient 
I

I Ratio l: -- i1.oo - |

0.0000001
0.0000001
0.0000001
o: oooooo]
0.000000J
0. 0000001
0.0000001

__l
30.00
31.00

_. 44.00

71.00 OT1OOII4EDICAL SUPPLIES CHARGED TO PATIENTS

0.000000
0.000000
0.000000
0. 000000
0.000000

50.00
54.00
54 .03
60.00
65 .00
66.00
67 .00
68 .00
69 .00
7L.00
72.OO
73 .00

I90.00 t09000lcLINIc
90.0L 09001lDrABErES
90.02 090021oP PsYcH

91.00 1091001 E|\4ERGENCY

92.00 09200loBSERVATrON BEDS (NON-DTSTTNCT PART)

93. 00 i0*4-0'4_01 caRDrAc REHAB

OTHER RIIiIBURSABLE COST CETTERS
101.001101q0_1!LoJ'4E HEALTH AGENcy ..

.SPECIA-L.. PURFOSE COST CSNTERS
113.OOI113OOI INTEREST EXPENSE

200.00i lsubtotal (see instructions)
201.00i Less observation Beds
202.00l ltota'l (see instructions)

90.00
90.01
90.02
91. 00
92.00
93.00

-to:..00
l

1113.00
i200.00
i20r-. 00
lzoz . oo

provider ccN: 151319 i period;
irron I0/OL/201L

54 . 00 io54o0l RADroLoGy-DrAGNosrrc

65.00 i065001 RESPTRAToRY THERAPY

66.00 06600lPHYsrcAL THERAPY
67. OO IO6TOOI OCCUPATIONAL THERAPY
68.00 06800lsPEEcH PATHoLocY
69. 00 i069001 ELEcrRocARDroLoGY

McRrF32 - 3.5.136.0
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Health Financial
CON4PUTATION OF MTIO OF COSTS TO CHARGES

GIBSON GENERAL

Provider ccN:151319

Tit C XlX

lrn"r"o, r-iritj rot.t cort,
I oo:' 

Ii;

rn Lieu of
Peri od:
Fron LO/01/201L
ro 09/30/2072

Hospi ta
costs

RCE
Di sal 'l owance

Worksheet C
PATI I
Date/Time P

2013 1:
PPS

rotal costs :
cost center oescription

INPATIENT Rd'TINE SERVICE COST CENTERS

Total cost
(from wkst.
B, Part I,

co1 .. 26)
1.00 i z.oo 3 .00

'i

22 ,080, 350
534,82Ll

27,545 ,5291

4.00

30.00 030001ADULrs & PEDrArRrcs
31,00 O3IOOIINTENSIVE CARE UNIT
44. 00 p4lqol sKrLLEp NURSTNG FAc,rLrry

AI{CILLARY SERVICE COST CENTERS

54.00 05400
54.03 105401
60.00 106000

3,123,088
618,1971

3,2L2,87Li

3,123
6r-8

3,272

L,674
1,858

792
L,979

969
L,278

429
237

4L5
599

L,t7t

5 .00

1. ,67 4 ,249
1, 858 , 388

192,190
7,979 ,960

969 ,648
1, 278 , 188

429,708
237 ,339

0
415,577
599,390

___,.1117_L!94 j

57.00 ]057001 occupATroNAL rHERApy
68.00 106800i SPEECH PArHoLoGy
69.00 i06900i ELEcrRocARDroLoGy69.00 i069001 ELEcrRocARDroLoGy
71.00 i07100][4EDrcAL suppLrEs CHARGED To PATTENTS
72.00 07200lrMpL. DEV. CHARGED To PATTENTS
73.00 ioTlqQLDRUlis CHARGFD ro pArrENrs

iouTPATrEir SERVICE COST CE$rER5
90.00 l09000icLrNrc
90.01 i0900LlDTABETES
90.02 O9002loP PsYcH
91,00 l09L00l EMERGENCY

92,00 i09200loBSERVATrON BEDS (NON-DrSTrNCr PART)
93.00 i04040icARDrAc REHAB

50.00 05000 oPERATTNG RooM

RADIOLOGY. DIAGNOSTIC
NUCL EAR IVIEDICINE-DIAGNOSTIC
LABORATORY

65.00 i065001 RESPTMTORY THERAPY
66.00 i06600] PHYSTCAL rHERApy

OTHER. REIIIISURSABLE COST CE]TTERS
101.00 L0L00l HoME HEALTH AGENcy

SPECIAL PT RPOSE COST CerrenS
113. 00i113001 rNrEREsr EXPENSE
200.00 ]subtotal (seeinstructions)
201.001 lLess observation Beds
202.00i lrota] (seeinstructions)

t,674,2491
1, 8s8, 3881

1e2,1901
1,979 , 9601

s6s,648i
1,278,1881

429,1081
237 ,3391

0l
4r5,577i
599,3901

1, 171, 8941

s91,932
L61,,067
103,121

2 ,448 ,059
5 34 , 82r.

0

22 ,080, 350
s34,821

21,545,529

50.00
54 .00
54.03
60. 00
6s .00
66.00
67 .00
68 .00
69 .00
71. 00
72.OO
73 .00

90.00
90.01
90. 02
91. 00
92 .00
93 .00

101. 00

0l
o;

0i
0i
0i
0l
0
0l
0i
0i
0
0i

s91,9321 
-' o - s91,9rl161,067i 0t 161,067 I103,121i 0t 103,12i.

2 ,448 ,0s9l 0i 2 ,448 ,0s9 l

534 , 82L 534 , 821 ioL 0 oi

T 481,2631 _L_ 4ur,zbji _ 481,263_

0

0!

I

I

oi

ol

i113 .00
22 , 080, 3s0 i200.00

534, 82L i201-.00
2L,545,529)2O2.O0

McRrF32 - 3.5.136.0
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Health Financial stems
CON4PUTATION OF RATIO OF COSTS TO CHARGES

cost center Description

[{pATrEllT ROUTil{E SERVTCE COST CENTERS
30.00 03000lADULTS & PEDTATRTCS

31.00 ]O31OOIINTENSIVE CARE UNIT"
44.00 io44_0ol5KrLLED NURSTNG FAcrLrry__

ANCILLARY SERVICE COST CENTERS

90.00 i09000tcLrNrc

Inpat'i ent

6.00

charges
outpat'i ent

7.00

E XIX

Tota'l (col .
+ col. 7)

8.00'

In Lieu of Form CMS-z
worksheet c
P Tt I
Date/Ti me

Hospi tal
..

6.cost or otherl TEFRA
Ratio , Inpatient, Ratio
9.00- .-10.0-0

i r-,e60,0771

| 42s,7281
_ I 1-,969,4ss1

30 .00
31.00

50.00 l05000loPERArrNG ROOI4

54.00 O54OOI RADIOLOGY-DIAGNoSTIC
54.03 05401iNUCLEAR MEDTCTNE-DTAGNOSTTC
60.00 1060001 LABoRAToRY
65.00 jO65OO RESPIMTORY THERAPY
66.00 i06600 PHYSICAL THERAPY
67. 00 :067001 occupArIoNAL rHERApy
58,00 i068001 SPEECH PArHoLocY
69,00 069001 ELEcrRocARDroLoGY
71,00 07l00lMEDrCAL suppLrES CHARGED To PATTENTS
72,00 l07200irMpL. DEV. CHARGED TO PATTENTS
73.00 I07300i DRUqs q_HARGED.,ro pAII_EJ\rfs

.q,TPATIEIiIT 
SERVICE COST CENTERS

797 ,706
280,062

28,289
950, 929
689,105

1,060, 3ss
455,661

59,529
0

861, 648
895,804

1 ,028 , 5_5-3

3,760,274
9,226,157

319,523
6,484 ,692
L,827,659
3,O29,370
L,212,446

583,612
0

519,556
L22,227

1, 809_1882

r, 960 , 0771
425,7281

r,969,4s 1 _. _l 44.00

0.36732il o.obooool so.oo
0.195492i o.oooooo 54.00
0.552569i 0.000000 54.03
0.266280i o.ooooool 60.oo
0.385276 0.000000i 6s.00
0.31-2536 0.0000001 66.00o.zs7z4z o.ooooool oz.oo
0.3690311 o.ooooooi oa,oo
0,0000001 0.000000i 69.00
0.3008801 0.000000j 71.00
o.s88774 o.ooooOoi zz.oo
o-.414r-8oi o.opoooo-j zl.oo

'.-.''',,-'.,-.'.i1.908172i 0.0000001 90.00
s.4oz7s7t o.ooooooi 90.01

4,557,9801
9, s06, 21ei

347 ,8121
t ,+ls,azti
2 ,516,764i
q,oss,tzsi
1, 668, 107i

643, 1411

0i
L,38r,2041
1,018,03r-i
?,8?9,L351

sro,2ogi
)q A1)

-J"62,124

6,699,647i
rsz, rool

_si

_ 5oa,ilii
'l "lrrr 

. oo$,+qt,szzl l?go.gq, 1201. 00
4g,44t,szz izoz.oo

9U.0U 1U9U{J(JjCLrNrC
90.01 i09001lDrABErEs
90.02 i09002JoP PsYcH
91. 00 i091001 E|\4ERGENCY 

I

92-OO Og2OOloRsFRvATToN RFDS fNoN-DTsrrNar papr] |92.00 og2ooloBsERvArroN BEDS (NoN-DrsrrNcr pARr) 
|

93.00 04040lcARDrAc REHAB I

]OTHER iEIIIBURSABLE COST CEI{TERS
tOt.OOrrOtOO'noME HEALTH AGENcy I

SPECIAL PURFOSE COST CENTEIS
113.00,11300i rnrendsr EXPENSE

200.00i jsubtotal (see instructions)
201.00i lLess observation Beds
202.001 irotal (see instructions)

0
0l

,-ru , uo3]

ij?

:rb, zosl
2e,8721

L62,L24
6,574 ,0041

370, e2s]

0. 636063i 0.000000i 90.02
0.365401t 0.000000i 91.00
1.398956i o.ooooooi gz.oo
o.ooooosj -- ___q=o^qo,ggql ss.oo

-ql --_:!c.1]4-
I
I

11 , s99 ,9191
I

I

11, s99,9191

36,841,

36, 84r- ,

Provider ccN: 151319 peri od:
From \0/OL/2O17
ro 09/30/2012

McRrF32 - 3.5,136.0
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Health Financial
COMPUTATION OF MTIO OF COSTS TO CHARGES

50,00 05000loPERATrNG ROOM

cost center o-esc ri oti on

INPATIET{T ROUTINE SERVICE COST CETITERS
30.00 0300olADULT5 & peornrnrcs
31.00 j03100lrNrENsrvE CARE uNrr
44.00 pl400lsKrLLED _NURSTNG FACTLTW

,AT{CILLARY SERVICE COST CEXTERS

30.00
31.00

I 44.00
_.- ..i

54.00 O54OOI RADIOLOGY-DIAGNoSTIC
s+.0: osqorlHUCLEAR MEDTcTNE-DrAGNosrrc

o .367323
0. 195492
0. s52569
0. 266280
0. 385276

50. 00
54. 00
54.03
60.00
65 .00
66.00
67 .00
68 .00
69 .00
71.00
72.00
73.00

i 90.00

60.00 ]060001 LABoRAToRY
65.00 lo6sool RESPTMToRY rHERApy
66.00 106600I PHYSICAL THERAPY
67. 00 i067001 occupATroNAL rHERApy

72.00 t07200lrMpL. DEV, CHARGED T0 PATTENTS
73.00 lg73oq_DRu-cs C-HARG'.ED ro pArrENrs

68.00 i06800lSPEECH PATHoLOGY
69. 00 i069001 ELEcrRocARDroLoGY
zr.oo lozroolMEDrcAL suppLrES cHARGED To eATTENTs

0.312536
o.257242
0. 369031
0. 000000
0. 300880
o.588774
0.414180

OI,T?ATIEMT SERVXCE COST CENTERS
90.00 0go0olclrNrc -:
90.01 ogoollDrABErEs ;

go.oz ogoozloP PsYcH I

sr.oo ogrool EMERGENCY

92.00 i09200ioBsERVATroN BEDS (NoN-DrsrrNcT PART) ]

93.00 ro404olcARDrAc REHAB I

brxEn nerilsunseslE (bsi cEnrERs
ror.oo1ro1,o_1li nor,ae H-EALTH Ac'ir'r_c./ |.SPECHL 

PURFOSE COST CENTERS
113.00:l-13001 rnrEaEdi EXPENSE
200.00i lsubtotal (seeinstructions)
201.00; Less Observation Beds
202.00i lrotal (see instructions)

r. sosr.zzl
5.402757i
0.636063i
0. 365401
r-.3e89s6l
0.0q00001

90.01
90.02
91. 00
92 .00
93 .00

I

I

i10r..00
I

a

i113.00
i200. 00
201.00
202 .00

MCRrF32 - 3.5.136.0
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lSglItrflll3!_c_]al systems
CALCULATION OF OUTPATIENT SERVICE
REDUCTIONS FOR I\4EDICAID ONLY

cosr ro cmnce nnirot NET OF Provider ccN: 151319

TitIC XIX
' capital cost operating
I (vrkst. B, j cost Het of i

I Part rr col. i capita] cost :

26) (col. 1 -
i i ccl'?) 

:I 2.00 i 3.00

1,504 ,471
r,738,L9.

178,7rl
1 ,920, 53,

9L4,r2.
1 , 1-81, 04r

4O2,41.
234,43

I

304, 96,
597 ,!5i

1,136,521

552-10

cost center Description

A'{CILLARY SERVTCE_ COST CETTERS
50.00
54 .00
54 .03
60.00
65,00
66 .00
67.00
68.00
69.00 i

71.00 i07 CAL SUPPLIES CHARGED TO PATIENTS
72.00 iOT2OOIIMPL. DEV. CHARGED TO PATIENTS
73.00 i07300lDRU-GS. CHARGED TO PATTENTS

.total cost
(wkst, B,

Part I, col.
26)

1.00

Peri od:
Fron L0/0t/201L
ro O9/3O/20I2

Hospr ta
capi tal

Reducti on

4 .00

worksheet c
PATI II
Date/Time erepared:
Z/ZO/2013 1:52 om

PP!
operating 

,cost I

neduction i

Amount I

5.00 
.

RATING ROOI\4

RADIOLOGY.DIAGNOSTIC
NUCLEAR !lEDICINE-DIAGNOSTIC
LABORATORY

RESPIMTORY THERAPY
PHYSICAL THERAPY

THERAPY

1,674 ,241
1, 858 , 38r

192,19(
L,979 ,961

969,64r
L,278,t81

429,701
237 ,331

(

4t5,57"
599 , 39(

50.00
54 .00
54 .03
60.00
65 .00
66.00
67 .00
68.00
69.00
71.00
72.O0
73 .00

L69,7791
120, 1951

13 ,4801
59,4261
---^-lJ',5tti
97,7401
26,6e71
2,9021

ol
L10,6r.41

2,?37.1
5),5b)l

0i 0i
0! 0l
ol oi
0t 0i
0i 0l
0r 0lot olot ol
0l 0l
0l 0l
00
ot - q.l

SPEECH PATHOLOGY

ELECTROCARDIOLOGY

q,TPATIENT SERVICE COST C.ENTE.RS

90.00 r09000icLrNrc
90.01 i09001lDrABErEs
90.02 l09002ioP PsYcH
91.00 i091001 EMERGENCY

92.00 iOg2OOioBSERVATIoN BEDS (NON-oISTINCT PART)

93.00 i04040l gARDrAc REHAB
gTHER. RETMEURSAELE COST CEMTERS

101.00i10100i Ho[4E HEALTH AGENcy
SPECIAL PURPOSE COST CEI{TERS

l-1-3 .0O l-L30oi TNTEREST eipsruse
200.00 isubtotal (sum of lines 50 thru 199)
201.00 lLess observation eeds
202.00 lrotal (line 200 minus line 201)

591, 932
161,067
103,121

2 ,448 ,059
534,82L

0

1",L71,894

181, 263

67, 88r-l
$,2601
6, 5481

2s4, 66si
0l
0l

L7 ,4671

s24,051i
tt7,807i
96, s73i

2,153,3941
5 34 , 821i

0i

463,802i

oi------l go.oo
0 0l 90.01
0l 0 90.02
0 0 91.00o ol e2.oo
sr 0l e3.00

li - --- -l-ror.oo

i - -----'-.113 
.00

0l 01200.00
0 0 201-. 00
0i 01202 . 00

s34,8211 0l s34,821i
14,59L,3731 a,n3,Vzl 13,468,2011

McRrF3z - 3.5.136.0
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Health Financ'ial Svstems GIBSON GENERAL HOSPITAL In Lieu of Form cM5-2552-10lealth Financial _sJ!!ems
cALcULATIoNoFoUTPATIENTsERVIcEco5TTocrrencfficcN=[19]pe-iffi

i I tA1 ta^11 ! ^--! r-
LALSULA|tVN Ut VUtrAtrEr\t JEKVILE LV)r tU LnArSt MtrVJ NCt Vt i rtUVtUCt !!N; rJrJrv i ret tUU; i WUIK5IteeL L
REDUcTToNs FoR MEDTCATD oNLy I i rron IO/OL/20L1 i part rr

I i ro 09/30/2012 i oate/rime prepared:
___ | __ i ._.___ i 2/ZO/2O13 LtsZ pn

---T- TfilC xil _-----i-- 
Hosoital -- - r pps

cost center Description
(worksheet C,

Part t,

i ccl. 7)
I 8.00

cost Net of
capital and
operati ng

cost
nedqct-"i on

6.00

0.367323i I 50.00
54.00 ios4ooluDroLocy-DrAcNosrrc 1,858,388J 9,s06,2191 0.195492r i sa.oo
54.03 i05401lNUcLEAR MEDTcTNE-DrAGNosrrc 192,1901 347,8121 0.552569i i 54.03

AI{CILLARY SERVICE COST CENTERS

50.00 i05000loPEMTING ROOM

54 . 00 i054001 MDroLoGy-DrAGNosrrc

60.00 r060001 LABoRAToRY

66.00 i066001 PHYSTCAL THERAPY
67. 00 i067001 occupATroNAL THERAPY
68.00 iO6SOOI SPEECH PATHOLOGY

dTTPATTE{T SERVTCE COST CEI{TEIS

7.00

L,674,2491 4,557,98(
1, 858 , 3881 9, 506, 21!

l-, 979, 9601 7 ,43s ,62.

1,278,1881 4,O89,721
429,1081 L,668,10;

4I5,577 1,381,20,

o.rrzs:el i eo.oo

60.00 i06000lLABoRAroRy 1,979,960] 7,43s,62L1 0.266280r i 60.00
65.00 i06500lRESprMroRy rHEMpy 969,648 2,516,7641 0.385276 i 65.00

0.257242 i 67.00
os.oo iooaoolspEEcH pArHoLocy ztz,zzei oas.rqrl o.:ego:rl i oe.oo
og.oo ioegooleLEcrRocARDroLocy ol o 0.000000 . og.oo
zr.oo ;OZfoolr.rEDrcAL suppLrEs CHARGED ro pATrENrs 4L5,577 r,:er,zo+] o.:oo8eoi I zf.oo
72.00 07200lrplpL. DEv. CHARGED ro pArrENrs 599,390] 1,018,031] 0.588774 , 72.00
73.00 073001DRUG5 CHARGED ro PATTENTS t,L7L,894 2,829,435 0.414180 1 73.00

71.00 ;07100lMEDICAL SUPPLIES CHARGED To PATIENTS
72.00 i07200lrMpL. DEv. CHARGED To pATrENrs

73.00 IOT3OOIDRUGS CHARGED TO PATIENTS

90.00 i090001cLrNrc 591,932 3L0,209 L.9O8I72\ I 90.00
L6L,o67 29,872 5.402757 r 90,01

L.908r72, , 90
90.01 i09001lDrABErEs
go.oz iosoozloP PsYcH i.03,i-2i. L6z,L24 o.o:ooosi 1 so.oz

z,44s,os9 6,699,642 o.losqori 1 sr.oo
90.02 i09002loP PsYcH
gr.oo logrooi EMERGENC

103.121 L62,a24 0.636063i I 90.02
Sr.oo iosroOlEMERGENcy 2,448,o5g 6,699',647 o.losqori 1 sr.oo
92.00 ogzooloBsERvArroN BEDS (NON-orsrrNCr pARr) 534,821- 382,300 1.3989561 92.00
93.00 Lg404olcARDrAc REHAB 0 0L 0.000000i I 93.00

'orHen nrtuBUnsABLE cosr cE[TERs
101.00l0100iHor'4e xeeLrH aceNcv 48I,263 508,13L O.gqtnT 101.00

SPECIAL PURFOS€ COST CENTERS
1l3.oo1l3o0liHrenesrexpErse I -l - 

113.00

91. 00 i091001 EMERGENCY

92.00 09200loBsERvATroN BEDS (NoN-orSTrNcr pARr)92.00 ogzooloBsERvArroN BEDS (NoN-orsrrNcr pARr) 534,821- 382,300 1.3989561 92.00
93.00 Lg4040l cARDrAc REHAB 0 0.000000i 93.00

591, 932 3r.0, 209
L6L,067 29,872
LO3,LIL L62,124
448,059 6,699,647
534,82r- 382,300

00

rr:.oolu:Ooi rNrEREsr EXPENSE I I i 113 .00
200.001 jsubtotai (sum of lines 50 thru 199) 1"5,126,1941 44,086,2621 | 

i200.00201.001 lLess observation Beds 534.8211 0 i 201.00
ZOZ.oOr irotal (line 200 nrinus line 201-) u,Sgt,ZtZI, +n,OeA,ZAZl i zOz.OO

McRrF32 - 3.5.136.0
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lth Fi tems
APPORTIONMENT OF INPATIENT ANCILLARY sERVICE CAPITAL COSTJ

cost center Description

ANCILLARY SERVTCE COST CENTERS

GIBSON

tIe XVIII ta
Inpati ent

Program
charges

Lieu of
worksheet D
Part rI
Date/Ti me

cost
capital costs:

(column 3 x ,

column 4) :

552-

capital Total charges Ratio of costRelated.Cost (from wkst. to Charges
(from Wkst. , C, part I, (col. I +
B, Part II, col.8) col.2)
col. 26)

1.00,2.001r.00

65.00 i065001 REsprMroRy rHER
66.00 iO66OOi PHYSICAL THEMPY

50.00 i05000iopERArrNG RooM
54. 00 ]054001 RADroLoGy-DrAGNosrrc
54.03 i05401i NUCLEAR rvtEDrcrNE-DrAcNosrrc
60.00 i060001 LABoRAToRy

169,779) 4, s57,980i o.o3724si
120,1951 9, s06,2191 o.0L2644)r.3,4801 347,stzl 0.0387s7!
s9,4261 7,43s,62L1 0.0079921ss,s27l 2,sL6,7641 0.022063,
?|,!!gi 4,08e,72s1 0.023752i26,697i 1,668,1071 0.016004;2,902i 643,14! o.004s121ol ol o.ooooooi

119, 911 1, 381, 2o4l 0. 08008si2,2321 1,018,0311 0.0021-92
35 , 365, 2 ,829 ,4351 0. 012499i

91 , tgll 3i.0 , 20el 

-0. 
zras2:l43,26Oi 29,8L2) 1.4s1094i

6, s48i 162,7241 0.040389i294,66si 6,699,6471 0.0439S2j
0l 382,3001 o. o00o00iol ol o.ooooool

1 , r.os , 711-i 43, s78, 1311 i

i065OOI REsPIMToRY THEMPY

4 .00

508,881
148,749i
16, 306i

507,310i
266,076i
162, L38i

53,779)
11, 912i

0l
227,?231
867,9741
422,,198i

I
0i
0i

4,182i
3,1-64i

0i
3 , r.99, 832

5.00 
;

- ia,essi so.oo
1,8811 54.00

632i s4.03
4,0541 60.00
s,870i 6s.00
3,8511 66.00

s61i 67.00
s4i 68.00
0i 69.00

t-8, L97 i 71.00
L,eo2l 72.00
s-,277 i 73.00

I

0i 90.00
oi go.oL
0i 90.02

184i 91.00
0i 92.00
0l 93.00

61, 718 i200 . 00

66.00 i0660
Oz. oo joozOol occupArroNAl rHERApy
68,00 i06800i spEEcH pArHoLoGy
69. 00 t069001 ELEcrRocARDroLoGy
71.00 07i.00iMEDrCAL suppLrEs CHARGED ro pATrENrs
72.00 .07200i1\4p1. DEv. CHARGED rO PATTENTS
73.00 i07300lDRUGS CHARGED To PATTENTS

pglPATr€ilr SERVICE CosT GENTERS
90.00 09000lcLrNrc
90.01 i0900LlDTABETES
90.02 t09002lop psycH
91.00 i09100i EMERGENCY

??.99 ;99?00loBsERVArroN BEDS (NoN_DrsrrNcr pARr)
93.00 i04040lcARDrAc REHAB
200.00; lrota) (1ines 50-199)

o
o
o
O
o
o
o
o
o
O
o
Or.
JJ
o
o
o
O

MCRrF32 - 3.5.136.0

Provider ccN: 151319 Period:
Frcn I0/O1/201I
ro 09/30/2012
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APPoRTIONMENT OF XNPATIENT/OUTPATIENT ANCILLARY SERVICE oTHER PASS ] pTovideT ccN:15131.9
THROUGH COSTS

!!9q_1!fr Ji na[q] 3_l sJs-!_e.!F* __ ____9rq!9[_gE{EE4!_!lSlP_ r,IA!
APPoRTIONMENT OF XNPATIENT/OUTPATIENT ANCILLARY SERVICE oTHER PASS ] pTovideT

T---_ riTii-xvrrr
cost center Description

ANCILLARY SERVTCE COST CENTERS

Peri od:
Fron IO/OL/?OIL
ro 09/30/2012

worksheet D
PATI IV

:Hon ehysicianl nurs'ing lallied xealth
I Anesthetist , school i

cost I i

:i1.0012.00:3.00

All other
ttedi cal

Educati on
cost
4.00

cost
Total cost

(sum of col 1
through col,

4)
5 .00

s0.00 i0s000
54.00 r05400
54.03 j05401
oo.oo iooooo
os.oo ioosoo
66.00 i066oo
67.00 i06700
oe.oo ioosoo
og.oo ioogoo

OPEMTING ROOM

MDIOLOGY-DTAGNOSTIC
NUCLEAR MEDICINE-DIAGNOSTIC
LABORATORY

RESPIRATORY THEMPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

EL ECTROCARDIOLOGY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL, DEV. CHARGED TO PATIENTS

0i
oi
0l
oi
0j
Or

0l
0t
0l
0l
oi
0i

0l
0
0
0
0l
0
0

0i
0i
oi
0i
0i
oi
oi
oi
oi
0i
oi
0i

0l
0
01

0
0
0
0t

oi
ol
0i
0i
ol
0i
0i
oi
oi
0l
oi
0l

-i
_l

50. 00
54 .00
54 .03
60.00
65 .00
66.00
67 .00
68.00
69.00
71.00
72.O0
73 .00

NcT PART)

0l
0l
ol
0l
0l
0l
ol

0l 90.00
0l 90.01
0 90.02
0 91.00
0l e2.00
0 93.00
0 200 .00

Date/Time Prepared:
2/20/2013 1:52 om

MCRrF32 - 3.5.136,0
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He-qI!! !j_!,q!gtel systems _
APPoRTIoNMENT oF INPATIENT/oUTPATIENT ANCILLARY SERVICE oTHER PASS

THROUGH COSTS

cost center Desc.iption

Provider ccN:151319

tIC XVIII

4,557,98(
9, 506 , 21!

347 ,81':,
7 ,435,62r
2,516 ,76,
4,089,721
1,668 , 10;

643,r4.
(

1, 381, 204
1, 018 , 03:
2,829,431

Peri od l
rron L0/01/20!7
ro 09/30/2012

Hosp i ta
outpati ent

rRatio of cost
to charges

: (col, 6 +
I col. 7)

9.00

worksheet D
PATt IV
Date/Ti me

Cost
inpatiern I
Program I

charges

10.00 - i

z

.ilr t.oo 8.oo

s0.00 i0s000l
s4.00 l0s400l
54.03 i054011JarvJ ivJaur
60.00 106000
6s.00 io6soo
66.00 j06600
67.00 ;06700
68.00 106800
69.00 i06900
71.00 107100
72.00 i07200
73.00 io73o,o

AIICILLARY SERVICE COST CEITTE3S

0.o00o0oi 0.ob00i0t - sbe,88i so.oo
0.000000i 0.0000001 148,7491 s4.00
0.000000i 0.0000001 16,3061 54.03
0.000000i 0.000000 507,310 60.00
0.000000i 0.000000 266,076 65.00
0.000000i 0.000000i 162,138 66.00
0.000000i 0.000000i 53,779i 67.00
0.000000i 0.000000i 11,9121 68.00
0.000000i 0.000000i 0i 69.00
0.000000i 0.000000i 227,223i 7L.Oo
0.0000001 0.000000i 867,9L4i 72.OO
0._000000, 0.0000O0;t 422 ,I98 | 73 . OO

o.ooooool---o.ooooobf- oi go.oo
0.000000 0.00oo0oi oi so.or
0.000000 0.000000: 0i 90.02
0.000000 0.000000i 4,182i 9L.OO
0.000000 0.0000001 3,164i 92.00
0.0000001 0.000000r _ 9i 91.99

3 , 199, 832 i200. 00

OPERATING ROOI\4

RADIOLOGY- DIAGNOSTIC
NUCLEAR MEDICINE-DIAGNOSTIC
LABORATORY

RESPIRATORY THEMPY
PHYSICAL THERAPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

EL ECTROCARDIOLOGY

MEDICAL SUPPLIES CHARGED TO PATIENTS
I[4PL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

0l
0l
01

0l
01

0l
0l
0i
0l
0l
0i
0l

0l
0l
0i
0l
0l
0l
ol

OUTPAT:EI{T SERVICE COST CENTERS

90.00 i09000lcLrNrc
90.01 iogo0llDrABErEs
90.02 i09002loP PsYcH
91.00 :091001 EMERGENCY

92.00 i09200loBsERVArroN BEDS (NoN-DrsrrNcr pARr)

93.00 t04040lcARDrAc REHAB

200.00i lrotal (1ines 50-l-99)

3r.0, 209
29,8L2

L62,]-,24
6,699,647

382,300
0

43 , 578, 131

McRrF32 - 3.5.136.0



Provider CCN: 151319 Period:
From L0/oL/2OII
ro 09/30/20L2

Worksheet D
PATI IV

SERVICE OTHER PASS
!9a1 t h _ij_!i!-Si ql_s_y!t em s
APPORTIONMENT OF INPATIENT,/OUTPATIENT ANCILLARY
THROUGH COSTS

cost center Description

o
O
o
o
h

-{t-
o
O
o
o
o
o
o
O
o
o
o
o
o
o
O
h
-.--o
o
ot
a
O
o
o
O
o
o
o
o
O
ohE
O
o
a
o

Date/Time erepared:
2/20/2013 1:52 om

Cost
i rnpatient : outpatientI Progran i Program
, Pass-Through i Charges
I costs (col , 8 I

I x co1. 10) 
;

' 11.00 r 12.00 I---t-

50.00
54 .00
54. 03
60.00
65.00
66 .00
67 .00
68 .00
69 .00
71.00
72.O0
73 .00

90.00
90.01
90. 02
91.00
92 .00
93 .00

0i
0i
0i
0i
0:

0l
0i
ol
0l
0
0
0

0
0l
0i
0l
ol
0i
0i

0l

3l
ol
0l
ol
0l
0
0
0
0
0l

1200.00

0
0l
0
0
0
0
0

91.00 i091001 EMERGENCY

92.00 i09200loBSERVATroN BEDS (NoN-DrsrrNcT PART)
93.00 r04040lcARDrAc REHAB

200.00i lrotal (lines 50-199)

McRrF32 - 3.5.136.0
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Health Financial_ sy_stem_s GIBSON GENERAL
APPORTIONMENT OF IVEDICAL, OTHER HEALTH SERVICES AND VACCINE COST provider ccN:151319

XVITI
charges

cost center Description

In Li
Peri od l
Fron IO/O!/20!!
ro O9/30/?0tz

Hospi tal

i cost
, Reinbursed
i Sefvices Not
, Subject To
Ded. & Coins,

(see inst.)
r 4.00

i worksheet D
PATt V

2552-10

Tit
Date/Time Prepared:
2/20/2013 1:52 om

Cost

cost to : PPs i cost
charge natio i neimbursed j re.imbursed

From services (se€ I services
worksheet c, , inst.) i subject ro
Part r, co'|, r lDed. & coins,

9 I I (see 'i nst. )1,901?.0q13.00

s4.00 105400
s4.03;0s401
60.00 i06000
6s.00 i06so0
66.00 06600
67.00 06700
68.00 i06800
69.00 i06900
71.00 i07100
72.00 i07200
73.00 07300

90.00 i09000
90.01 i09001

&{CTLLAIY SERVICE COST CINTERS
50.00 05000loPEMTrNG ROOM

202 .00i
ionly charges
Net Charges (line 200 +/- line 201)

RADIOLOGY.DIAGNOSTIC
NUCLEAR 14EDICINE.DIAGNOSTIC
LABORATORY

RESPIRATORY THERAPY
PHYSICAL THERAPY

OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV, CHARGED TO PATIENTS
DRU,9l.qlr4\RGED rO PATTENTS

OUTPATIENT SERVICE COST CENTERS
CLINIC
DIABETES
OP PSYCH

EMERGENCY

OBSERVATION BEDS (NON.DISTINCT PART)
CARDIAC REHAB

Subtotal (see instructions)
Less PBP Clinic Lab. Services-program

0. 3673231
0.19s4921
0.552569
0. 266280J
0. 38s2761
0. 3125361

1, 151, 617i
2,s15,8ssi

109, 303i
2 ,019, 8611

505,3041
r", 103 , 101i

243 ,0841
72,723

ol
83,3s3i

108, 514i
724,L60

50. 00
54. 00
54 .03
60. 00
65 .00
66.00
67 .00
68 .00
69,00
71. 00
7Z.OO
73.00

o";;;;;;i
0. 369031
0.000000
0.300880
o.s88774
0.414180

1. 908172i
5.402757
o. 6360631
0. 36s4011
1. 3989561
o. ooooool

i

0l
0l
0l
0l
0l
ol

3l
0l
0l
0
0l

0l
0l
0:

0i
0:
0i
0i
0i
0l
0
0j

L,997j

90.02 i09002
91.00 09100

300,078
6, 33sl

0l
I,297 ,5631

156,428i
oi

ro,397 ,279i
0

to,3g7 ,279i

--bl0i
0
0
0l
oi

!,9971
0i

t.gg7i

90. 00
90.01
90 .02
91. 00
92.00
93.00
00.00
01.00

izoz . oo

92.00 109200
93.00 i04o4o
200.00i
201.00i

)z

tz
i

McRrF32 - 3,5,136.0



o
O
o
o

-

.-
t-
o
o
o
o
O
o
o
o
O
o
o
o
o
o
a
h
F
O
o
o
o
a
o
o
o
o
o
o
o
o
o
oInJ-
o
a
o
o

!:lggllh -ij!4!!]al -sfC!. ms ___ GIBSON GENEML
APPORTIONMENT OF MEDICAL. OTHER HEALTH SERVICES AND VACCINE COST provider ccN: 151319

cost center Description
costs

PPs services cost cost
(see inst.) neimbursed Reinbursed

i services i services Hot r

i subject ro I subject ro 
:

iDed, & coins. iDed. & coins.,
, (see inst.) (see inst.)

5.00 6.00 7.00
AI{CXLLARY 9_ERVTCE CO_ST CEilTETS

Worksheet D
Part v

losp i !a

Date/Time Prepared:
2/2O/20I3 1:52 om

j

I50,00 05000
54.00 05400
54.03 05401
60.00 06000
65.00 06500
66.00 i06600
67.00 i06700
68.00 i06800
69.00 106900
71.00 107100
72.00 t072oo
73.00 i07300

OPEMTING ROOM

RADIOLOGY-DIAGNOSTIC
NUCLEAR I\4EDICINE.DIAGNOSTIC
LABORATORY

RESPIMTORY THERAPY
PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

0l
0i
ol
01

0l
0i
0l
0l
0l
0l
ol
0l

0i
ol
ol
0l
ol
oi
oi

.]

423 ,015
491, 83C

60, 397
537 ,849
L94,682
344,759
62,531
26,83i

(
25,079
63,89(

299,933

50.00
54. 00
54 .03
60.00
65 .00
bO.UU
67.00
68.00
69.00
71. 00
72.00

0i
0i
0i
0i
0i
0i
oi
ol
0l
oi
0

82fl 73 .00

90. 0090.
90,
90.
9l-.
97.
93.
200
ZUL

zoz

572,
34,

474,L3
218,8

3 , 830, 595

3, 830, 595

0i
0i
oi
oi

827i
i

90. 01
90.02
91.00
92 .00
93 .00

I

827

izoo. oo
i201.00

i202 . oo

Peri od:
rrom IO/OL/2OII
ro 09/30/2012

MCRrF32 - 3.5.136.0
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Health Fi
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

cost c€nter Description cost to
charge natio

Fron
utorksheet c,
Part r, col.

9
1.00

!/vorksheet D
PATt V
Date/Time erepared:
?/20/ZOL3 1:52 om

cost

. PPS I Cost
; neirnbursed I neimbursed
: Services (see I services
r inst,) i subiect ro

Ded. & Coins.
: I (see inst.)
r 2.00 i 3.00

XVIII
charges

ng, - SNF

cost
Reimbursed

Services Not
subject To

Ded, & Coins.
(see inst.)

4 .00

0. 3673231
0. 19s4921
0. s52569i

0i
0i
oi
oi
0l
oi
0i
oi
oi
0i
oi

ai

0i
0i
oi
0l
oi
oi

oi

0i
0i
0i
0i
oi
oi
0i
oi
0l
oi
0i

_0]

50.00
54 .00
54 .03
60.00
65 .00
66.00
67 .00
68 .00
69 .00
71. 00
72.00
73.00

MEDICAL SUPPLIES CHARGED TO PATIENTS
7Z,OO ]O7zOOIIMPL, DEV. CHARGED TO PATIENTS
73.00 ]OT3OOIDRUGS CHARGED To PATIENTS

]OUTPATIENT SERVICE COST CEITEBS
90,00 j09000lclrNrc

0.266280
0.385276
0.312536
0.2s7242
0.36903r.
0 .000000
0.300880
0.s88774
0.414180

so.or ]osoor
90.02 i09002
sr.oo ;osroo
92.00 i09200
g:.oo ioao+o
200 .00i
201.00i

202.00i I

DIABETES
OP PSYCH

EMERGENCY

oBSERVATIoN BEDS (NON-DISTINCT PART)
CARDIAC REHAB

subtotal (see instructions)
Less PBP clinic Lab. Services-Program
only charges
Net charges (line 200 +/- line 201)

1.908172
5 .4027 57
0 .636063
0.365401
1. 398956
0 .000000

0l
0l
Ol

0l
0l
0l
0i
0l

0l

| 90.00
i go.or
i go.oz
i e1.00
i 92.00
i sr.oo
i200.00
i201-.00

i202 . oo

Provider ccN: 1513L9

Component CCN:152319

Peri od:
rron LO/OL/2O!7
ro O9/3O/2O1.2

McRrF3z - 3.5.136.0
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Health Financial
APPORTIONMENT OF N4EDICAL. OTHER HEALTH

cost center Description

AI{CILLARY SERVICE COST CENTERS

Title xvrrr lswing eeds

, gQsts
PPs services i cost i cost
(see inst,) i Reimbursed r Reimbursed

i Services ' Services NotI subject To I subj€ct To
iDed, & coins. Ded. & coins.
i (see inst.) I (see inst.)

5.00 i 6.Q0 i 7,4;O

50.00
54.00
54. 03
60. 00
65 .00
66.00
67.00
68.00
69.00
71. 00
72.O0
73 .00

OPERATING ROOM

RADIOLOGY-DIAGNOSTIC
0i
0i
0
0i
0
0i
oi
oi
oi
oi
oi
0i

0i
oi
0i
0i
oi
oi
oi

i

oi

0
0l
0
0l
0
0
0
0l
0l
0
0
0

ol

50.00
54.00
54.03
60.00
65 .00
66.00
67.00
68 .00
69 .00
7t.00
72.00
73 .00

LABORATORY

RESPIMTORY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
I\4EDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

q,TPATIEUT SERVICE COST CENTERS

90.00 0gooolcLrNrc
90.01 i09001lDIABETES
90.02 i09002loP PsYcH
91. 0o :091001 EMERGENCY

92.00 :09200loBsERvATroN BEDS (NoN-DrsrrNcr PART)
93.00 i04040lcARDrAc REHAB

200.00i lSubtotal (seeinstructions)
201.00i lt-ess Rae clinic Lab. services-erogram

'only Charges
202.00i Net charges (line 200 +/- line 201)

90.00
90.01
90.02
91.00
92 .00
93 .00

izoo. oo
i201. 00

izoz . oo

__ crBsoN GENEML HoSIIIAL _,____ __jn Lieu of F_oJm cMs-2552-1q
sERVrcEs AND vAccrNE cosr provider ccN:151319 | period: I worksheet o

I i rron !0/0I/2011 i Part v
component ccN:152319 lro 09/3O/2OLZ I Date/Time prepared:

I i 2/20/ZOL3 1:52 Dm

GIBSON GENEML HOSPITAL

MCRrF32 - 3.5.136.0



o
o
o
Or
t-
o
o
o
o
O
o
o
o
o
O
o
o
o
O
ô
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Heal th
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

In Lieu of Form cM5-2552-L0
worksheet D
PATI IV
Date/T i me

ed Nursing

cost center D€scription

AI{CILLARY SERVICE COST CEI'ITERS

OPERATING ROOM

RADIOLOGY-DIAGNOSTIC

LABORATORY

RESPIRATORY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

EL ECTROCARDIOLOGY

I4EDICAL SUPPLIES CHARGED TO PATIENTS
I[4P1. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

'non nhysician I ruursing
Anesthetist i school

cost 
i

1.00 i 2.00

i rl l'i ed Heal th
I

i

i

i 3.oo

raci 1 i ty
All other

Medi cal
Educati on

cgt!
4.00

PPS

Total cost l

(sum of col 1'
through col. r

4)i
5.00 l

50.00
54. 00
54.03
60.00
65 .00
66.00
67 .00
68 .00

05000
05400
05401
06000
05500
06600
06700
06800

ol so.oo
0i 54.00
ol s+.0:
0l 60.00
0l 6s.00
0i 66.00
oi oz.oo
0l 68.00
0l 6e.00
0i 71.00
oi zz.oo
qi 73.00

69.00 06900

0i
0j
0i
0i
0i
0i
0i
oi
oi
oi
oi
oi

0l
0l
0l
0l
0l
0l
0l
0l
0
0
0l
0l

0l
0l
0l
0l
ol
0
0t

0i
ol
oi
oi
ol
0l
0l
0l
ol
0l
0l
0l

0l
0l
0l
0l
ol
ol
0l

0i
oi
oi
oi
0i
0i
0i
0i
0i
0i
0l
0i

71.00 07100
72.00 072001
73.00 1073001

q,TPATIEI{T SERVICE COST CETTERS
90.00 1090001cLrNrc
90.01 j09001lDrABErEs
go.oz logooz]oP PsYcH
91. oo ioglool EMERGENCY

92.00 i09200loBSERVATrON BEDS (NON-DTSTTNCT PART)
93.00 i04040lcARDrAc REHAB

200.00i irotal (lines 50-199)

oi
0i
oi
oi
oi
0i
oi

0i 0i 90.00
oi oi 90.01
0i 0l 90.02oi oj sr.oo
0i 0i 92.00oi oi e3.oo
0i 0 i200.00

ProvJder ccN: 15L319

component ccN:155093

Peri od:
F?on !O/0I/207!
ro O9/3O/2O12

McRrF32 - 3,5.136.0
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Health Financial
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

cost center oescription ' total itotal chargesjnatio of coit
: outpatient i (fron wkst. I to charges
I cost (sum of i C, paft r, I (col, 5 +
I col, 2.,. 3 and i col. 8) ; col, 7)

4)
i o.oo I z.oo I s.oo

4,557,98(
9, 506, 21!

347 ,87i
7 ,435,621
2,516,761
4,089,721
1, 668 , 10;

6./12, 1L1
(

ITAL
Provider CCN:151319

component ccN:1,55093

r, 381, 204
1,018,031
2,829,43t

In Li of Form Ctvs_-z552-10
worksheet D
Part IV
Date/Time Prepared:
l1!B1l0L3 Lsz pm_ _tle XVIII skilled Nursing

racility !: outpatient )

tRatio of cost,
, to charges
I (col. 6 +

. cg.t .7) ,

9.00

PPS

50.00 t05000
54.00 t05400
54.03 i05401
60.00 106000
6s . oo io6soo
66.00 06600
67.00 106700
68.00 106800
69.00 106900
71.00 io71oo
72.00 ]O72OO
73.00 i073001

90.00 09000
90.01 09001
90.02 109002
91.00 109100
92.00 i09200
93.00 i04040
200.00r

AilCILLARY SERVICE COST CEI{TIRS
OPERATING ROOM

RADIOLOGY.DIAGNOSTIC
NUCLEAR MEDICINE.DIAGNOSTIC
LABOMTORY
RESPIRATORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL 

.THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
IVEDICAL SUPPLIES CHARGED TO PATIENTS
II4PL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

0i
0l
0l

Inpati ent
Program
Charges

10. 0o

0
71 101

0
IZ4,I75
55,349

492,408
256, 545

23,7LZ
0

20, 584
0

_ 2111980

s0 .00
54 .00
54 .03
60.00
65.00
66. 00
67. 00
68.00
69.00
71. 00
72.OO
73.00

OUTPATIEI{T SERVICE COST CENTERS
CLINIC
DIABETES
OP PSYCH

EMERGENCY

OBSERVATION BEDS (NoN-DISTINGT PART)
CARDIAC REHAB

total (fines 50-199)

01 3L0,2091
01 29,8121
0i 162,124i
0l 6,699,6471
0i 382,3001
0i 0l
0i 43,s78,1311

0. 000000i
0.0000001
0.000000
0.000000
0.000000
0.0000001

0.000000i
0.000000i
0.0oooo0i
0.000000i
0.000000i
0.000000i

l
0i 90.00
0i 90.01
0i 90.02
ol e1.oo
ol e2.oo
0l e3.00

r., 205 , 944 200.00

Peri od:
From 1iO/O'J,/z0!L
ro 09/30/2012

MCRrF32 - 3.5.136.0
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Hea'l th r'i nanci al lyltems _
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

cost center Description

of Form cMS-2552-10
Worksheet D

PATI IV
Date/Time erepared:
2/20/20__L3_t-l2_-pn

I rnpatient I outpatient
I Program i Program
I Pass-through i charges
I costs (col . 8

I r col, 10) iI 11.00 12.00

I outpatient
I Program
i rass-through
i costs (col . 9
j x col. 12)
I l-3 .00

50.00 i0soo0
s4.00 i0s400
54.03 ;05401
60.00 i05000
65.00 i06500
66.00 06600
67.00 06700
68.00 06800
69.00 06900
71.00 07100
72.OO 07200
73.00 107300

90.00 1090001
90.01 1090011
90.02 i090021
91.00 i091001
92.00 i092001
93.00 i04040i
200.00i i

AilCTLLARY S€RVICE COST CENTERS

OPERATING ROOM

RADIOLOGY.DIAGNOSTIC
NUCLEAR MEDICINE.DIAGNOSTIC
LABORATORY

RESPIMTORY THERAPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

0l
0
0i
ol
0l
oi
oi
0i
0i
0i
0i
0i

0r

0i
0i
oi
0i
0i
0i

0l

9l
YI
ul
0l
0i
oi

0l
0l
0
0
0
0
0l
0l
01

0l
0l
0l

0l
0l
0l
0l
0l
ol
oi

50 .00
54 .00
54 .03
60.00
65 .00
66 .00
67 .00
68 .00
69 .00
71.00
72.00
73 .00

OUTPATIEI{T SERVICE COST CENTERS

CLINIC
DIABETES
OP PSYCH

EMERGENCY

OBSERVATIoN BEDS (NoN-DISTINCT PART)
CARDIAC REHAB

rota'l (lines 50-199)

90.00
90.01
90.02

I 9r..00
I 92.00
I 93.00
1200.00

provider ccN:151319

comDonent ccN:155093
L0/0r/2077
09/30/2072

r\4cRrF32 - 3.5.136.0



Fron 10/0L/ZOt!
ro 09/3O/20t2

der ccN: 151319 | period:

capi tal
Related Cost
(from wkst.
B, Part 1I,

co'l . 26)
1.00

Swing Bed
Adjustment

2 .00

E XIX
Reduced
Capi tal

Related cost
(col. 1 -
col. 2)

3 .00

Hospi ta
Total patient 

l

Days :

4.00

2,4L0l
40sl

12,t72i
14, 990i

of Form 2552-10
Worksheet
PATt I

Ti me Prepared:
1:52 om

PPS
Per Diem :

(co1. 3 / :

col. 4) 
;

5.OO 
:

107.771 30.00
154.181 31.00
33.22i 44.OO

lzoo. oo

Hea'lth Financial
APPORTIONIUENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

cost center Descript.ion

lolo
lo
lo
130
lo
lo
lo
lo
lo
lo
lo
lo
lo
lolo
o
o
o
o

3r
o
O
o
o
o
o
O
o
o
o
o
o
O
o
or
o
o
o
o

337,32r
62,9041

404,3971
804,6221

7i, se3l

l

i

259,7281
62,904

404,3971
727 ,029i

INPATTETT RO'TINE SERVTCE COST CENTERS
30.00 ]03000iADULis & pEDrArRrcs
31.00 03100lrNTENsrvE CARE uNrT
44.00 i044001 SKTLLED NURSTNG FAcrLrry
200.001 lrotal (lines 30-199)

McRrF32 - 3.5.136.0



Provider CCN: 151319
GIBSON GENEML HOSPITAL

Inpatient i Inpatient
Program days i Program

i capital Cost
I (col, 5 x

, cql' 6)
6.00 7.00

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

cost center Description

o
o
O
oT
t-
o
o
o
o
o
o
o
O
o
o
o
o
o
o
o
!-
O
o
o
o
a
o
o
o
o
O
o
o
o
o
o

r
o
o
o
o

i 30.00
i 31.00
i 44.00
lzoo . oo

741
0i
0i

741

7 ,975
0
0

7 ,975

INPATIEilT ROUTINE SERVICE COST CEI{TERS
30.OO iO3OOOIADULTS & PEDIATRICS
31.00 O31OOIINTENSIVE CARE UNIT
44.00 1044001 SKTLLED NURSTNG FACrLrry
200.001 lrotal ('lines 30-199)

MCRrF32 - 3.5.136.0
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Health Financ'ial GIBSON GENEML HOSPITAL
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS

cost Center Descript'ion

ANCTLLARY SERVICE COST CENTERS
OPERATING ROOM

RADIOLOGY-DIAGNOSTIC
NUCLEAR MEDICINE-DIAGNOSTIC
LABORATORY

RESPIRATORY THEMPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

OUTPATIENT SERVICE COST CEITERS

capital iTotal chargeslnatio of cost
Re'lated cost j (from wkst. I to charges
(fronr ukst. i c, Part r, I (col. 1 +
B, Part II, col. 8) : col. 2)

col. 26) 
i1.0012.001:.oo

TitIE XIX Hospi ta
Inpati ent

Program
Charges

worksheet o
PATI II

5 .00

PPS

2,6711 50.00
L77 j 54 .O0
39i s4.03

3261 60.oo
1,182i 6s.00

z22i 66.OO
601 67.00
0i 68.00
0i 6s.00

19i 71.00
ol 72.oo

-42-6.-j 
73 .00

90 .00
0l 90.01
01 90.02

5871 91.00
0i 92.00
ol e3.oo

s , 7s9 j200.00

Date/Time Prepared:
Z/2O/2O13 1:52 nm

]capital costs l

I (column3x 
lI colunn 4) l

50.00 i05000
54.00 i05400
54 .03 i0s401
60.00 i06000
65.00 06s00
66.00 06600
67.00 06700
68.00 06800
69.00 06900
71,00 107100
72.AO )07200
73.00 iOZ300

L69,771
L20,Lgl

13,481
59,421
55,521
97 ,L4l
26,69.
2,90,

I

110,61,
2,23',,

35,361

4, 557 ,98(
9, 506, 21!

347 ,&rt
7 ,435,62'.
2 ,5L6,761
4,O89,721
1, 668 , 10;

643,74.
(

1, 381 , 20,
1, 018 , 03:
2,829,431

0.o37249i
0.0r2644i
0.0387s 7i

0.007992i
0.0220631
0.0237s2i
0.016004i
o. oo4sLzi
0.00oo00l
0.08008si
0.002192i
0.012499i

4.00

I L, I rll
13,989i

998i
40, 809!
53,591:
9, 338i
3,768i

0i
0i

z5 5l

oi

- 38,06s1

0:

oi
0t

L3 , 336t
0i
0l

245,841.:

90.00 i090001
90.01 i090011
90.02 i090021
9r..00 i091001
92.00 i092001
93.00 i040401
200.00r I

CLINIC
DIABETES
OP PSYCH

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
CARDIAC REHAB

rotal (lines 50-199)

67, 881i
43,2601

6, s48l
294, 66sl

7s ,0231
0i

L, 180, 7341

310, 2091

29,8121
162,1'241

6,6s9 ,6471
382,3001

0l
43 , s78, 131i

0. 218823i
1.4s1094i
o. o4o389i
0.043982i
0. 196241i
0.000000i

Provider CCN:151319 Peri od:
From 10/01,/2011
ro 09/30/20t2

MCRIF32 3.5.136.0



In Lieu of FormHeal ! h_F'|[q!5] s1_${s!e-!Ls GIBSON GENERAL HOSPITAL
APPORTIONI,IENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN: 151319

cost center Description Nurs i ng
Schoo'l

1.00

o
o
o
oI
!-
o
o
O
o
o
o
o
o
o
o
o
o
o
o
oq.
r
O
o
o
o
o
o
o
o
o
o
o
o
o
o
o
alJ
o
o
o
o

Frcn 10/01/201I
ro 09/30/20L2

. Hospital
r swing-Bed, Adjustment
I AmOUnt (See

; i nstructi ons)
, 4.00

worksheet o
PATt III
Date/Time Pr

total costs i

I (sum of co'ls. 
,

1 through 3, :

tminus co1. 4) |

. !.qo i

0l 30.00
ol:r.oo
0i 44.00
0 i200 .00

0i
oi
oi
0l

0l
01

0
0

0
0l
0
0

INPATIE!{T ROUTINE SERVICE COST C€MTERS

30,00 03000lADULTs & PEDTATRTCS
31.00 i03100irNrENsrvE CARE uNrr
44.00 04400lsKrLLED NURSTNG FACTLTTY
200.001 lrotal ('lines 30-199)

MCRrF32 - 3,5.136.0



worksheet DINPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN:151319
Health Fi
APPORTIONMENT

o
o
o
OIt-
o
O
o
o
o
O
O
o
o
o
O
o
o
o
oh(t-
O
O
o
o
o
o
O
o
o
o
o
o
o
o
Oq.
F
o
O
o
o

rron L0/0I/20U j eart rrr
To 09/3O/ZO\Z I Date/Time erepared:

i2/20/2OL3 1:52 om

I rotal patient 
I

I oays 
I

6.00

2,410i
408i

tz,ttzi
14,990i

I rit
Per oiem
(col. 5 +
col, 6)

7.00

XIX
rnpati ent

Program Days :

ta
rnpati ent

Pro9ram
Pass-Through
cost (col 7

x col. 8)
9.00

cost cent€r Description

8.00

I 30.00
I 31.00

44 .00
200. 00

0i
0i
0i
oi

74
0
0l

74!

0.001
0.001
0.001

II{PATIENT ROUTINE SERVICE COST CETTERS
30.00 l03000lADULrS & PEDTATRTCS

31.00 iO3IOOIINTENSIVE CARE UNIT
44.00 l04400l5KrLLED NURSTNG FAcrLrry
200.001 lrotal (lines 30-199)

McRrF32 - 3.5.136.0
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APPORTIONMENT OF INPATIENT/OUTPATIENT
THROUGH COSTS

,PITAL In Lieu of Form CMS-2552-10
provider ccN: 15t:tg -fei'ToA:--------i wor D--

i rron L0/0L/2011 i Part rv
ANCILLARY SERVICE OTHER PASS

ro 09/30/20!2 i Date/Time P
z

Hospi ta
cost center Description

AT{CILLARY SERVICE COST CENTERS

] Hon rhysi ci an I t'lursi ng
: Anesthetist I School

cost 
I

I' 1.00 2.00

iAl lied Health

I

i 3.00

I Total Cost
: (sum of co'l 1
. through col,
it)

5 .00

All Other
Lledi cal

Educati on
cost
4.00

OPEMTING ROOM

RADIOLOGY-DIAGNOSTIC
0l
0i
0i
0i
0l
0i
oi
oi
0i
0i
oi
0r

0i
0i
0i
0i
oi
oi
oi

oi oi ,0.*
0l 0l s4.00
0i 0l s4.03
0i 0i 60.00oi oi as.oo
0i 0l 66.00
0i 0r 67.00
0i 0: 68.00oi ol os.oo
0i 0l 71.00
0i 01 72.00
0i , 0l 73.00

0i -- 0Je0.00
0i 0t e0.01
0i 0t 90.02
0i 0l 91.00
0i 0 92.00
0i 0 93.00or olzoo.oo

LABORATORY

RESPIMTORY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL, DEV, CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

q,TPATIENT SERVICE COST CENTERS

90.00 09000lcLrNrc
90.01 09001lDrABETES
90.02 o9002loP PsYcH
91.00 091001 EMERGENCY

92,00 09200loBsERVATroN BED5 (NoN-DrsrrNcr PART)
93.00 04040lcARDrAc REHAB

200.00j lrotal (1ines 50-199)

0l
0l
ol
0l
0l
ol
0l

0
0
0
0
0l
0l
0l

50.00
54.00
54 .03
60.00
65 .00
66.00
67 .00
68.00
69.00
71 .00
72,.00
73.00

McRrF3z - 3.5.136.0
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Heal
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY
THROUGH COSTS

ial HOSPITAL rn Lieu of Form
SERVICE OTHER PASS

Title xIX Hospi ta

worksheet D
PATI IV
Date/Ti me

PPS

rnpati ent
Program
Charges

10.00

cost center Descript'ion

AICILLARY SERVICE COST CEilTERS
50.00 05000
54.00 105400
s4.03 l0s4o1
60.00 106000
os.oo ioosoo
66.00 i06600
oz.oo ioezoo
68.00 i06800
69.00 06900
71.00 07100
72.00 07200
73.00 i07300

OT,TPATIENT
90.00 109000
90.01 109001
90.02 r09002
9r..00 i09r-00
92.00 i09200
93.00 i04040
200 .00i

4,557,98(
9, 506, 21!

347 ,811
7 ,435,62'.
2 ,5LG,76t
4,089,721
1, 668 , 10:

643,!4'.
(

1, 381, 20,
1,0r-8,03:
2 ,829 ,431

0. 000000i
0 ,000000i
0.000000
o. ooooool
0.000000j
o. ooooooj
0.000000i
o. ooooool
o. ooooooi
o. ooooooi
0.000000i
0.000000i

0.000000i
0.000oooi
0.000000i
0.0000001
0 .000000i
0. 000000i
0.0000001
0. 0000001
0 .000000
0.000000
O. OOOOOOT

_Q_.Qo-oqqqi

-o.oooooofo. ooooooi
o. ooooooi
o. ooooooi
o. ooooooi
o. ooooooi

OPEMTING ROOM

RADIOLOGY-DIAGNOSTIC
NUCLEAR [4EDICINE-DIAGNOSTIC
LABORATORY

RESPIMTORY THERAPY
PHYSICAL THERAPY

OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PATIENTS
II\4P1. OEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

0l
0
0l
0l
0l
oi
0i
oi
oi
ol
0l
0i

0l
0l
0l
0l
0l
0l
0i

zr,z:-aj so.oo
r.3,9891 s4.00

gggl sr.os
40,809i 60.00
s3,s91i 6s.00
9,3381 66.00
3,768i 67.00

0i 68.00
0i 69.00

233i 7r..00
0i 72.00

38,06s1 73.00
SERVTCE COST CE$rERS

CLINIC
DIABETES
OP PSYCH

EMERGENCY

oBSERVATIoN BEDS (NoN-DISTINCT PART)
CARDIAC REHAB

rotal (lines 50-199)

310,
29,

162,
6, 699 ,

382,

43 ,578,

20el
8121
r24l
64zl
3001

ol
1311

- 0 90.00
0 90.01
0l 90.02

13,336i 91.00
0l 92.00
0l 93.00

zcs , s+r jzoo. oo

Provider CcN:151319 i Period;
i From 10/01/2011-
i ro 09/30/zotz

I rota-l iTotal chargeslnatio of cost: outpatient
I outpatient | (fronr wkst. I to charges lnatio of cost:
I cost (sum of I c, part r, I (co'|. 5 + I to Charges
ico'|. 2, 3 andi col. 8) | col. 7) I (co]. 6 +

4) L co1.7) 
l6.00 i 7.00 I 8.00 9.00 i

McRrF3z - 3.5.136.0
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GIBSON GENEML HOSPITAL
INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider ccN:151319

cost center Descriotion

rn Lieu of Forn
APPORTIONMENT OF

THROUGH COSTS

90.00 109000
90.01 lo9oo1
90.02 109002
91.00 j09100
92.00 109200
93.00 i04040
200 .00i

Peri od :
prom 10/01/2011
ro 09/34/2012

worksheet D
PATI IV
Date/Time Prepared:
2/20/2013 1:52 om

PPS

I rnpatient 
i, Program i

I pass-through 
i

; Costs (col. 8 I

' x col. 10) 
l11.00 l

outpati ent
Progfam
charges

12 .00

I outpatient .

i Program
I Pass-Through
lcosts (co'| . 9l
; x col. 12) 

,I 13.00 )

AncxLLARY SrRVrtE COST CEITTERS

50.00 i05000ioPERArrNG RooM

54. o0 io5400l RADroLoGy-DrAGNosrrc
54.03 iO54O1i NUCLEAR I,IEDICINE-DIAGNOSTIC

LABORATORY

RESPIMTORY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY

;d:oo oodooi
65.00 i06500
66.00 06600
67.00 06700
68.00 106800
69.00 06900
71..00 OT1OOIMEDICAL SUPPLIES CHARGED TO PATIENTS
zz.oo lozzoolrMpL. DEV. CHARGED ro pArrENrs
73.00 t07300lDRUGS CHARGED To PATTENTS

(ruTPATXENT SERVICE COST CEI{TERS

0i
0
0
0i
0l
0i
0i
0i
0i
0
0l
0i

0i
oi
0i
0i
oi
oi
oi

o
0l
0l
0l
0l
0l
0l

0l
0l

3i
0i
0i
0l

50. 00
54. O0
54 .03
60.00
65 .00
66.00
67. 00
68. 00
69 .00
71.00
72.OO
73 .00

CLINIC
OIABETES
OP PSYCH

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
CARDIAC REHAB

total (lines 50-199)

i 90.00
90. 01
90.02
91.00
92 .00
93 .00

i200.00

MCRIF32 3.5.136.0
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.FJ
o
o
o
o

Health Financial Systems
APPORTIONMENT OF MEDICAL. OTHER HEALTH SERVICES AND VACCINE COST

cost centef Description
charge.s

cost to i PPs I cost
charge natio neimbursed i neimbursed

From I Servi ces (see i Servi ces
worksheet c, inst,) : Subject ro
Part r, col, I lD€d. & Coins.

I ; (see inst.)
1.00r2.00i3.00

worksheet D
rrom 7O/0L/2011 i part v

cost
neimbursed

'services Not
' subiect ro
'Ded. & Coins.

(see inst.)' 4.00

4T2,9701
L,2L6,1I7i

29 ,400i
800, 264:
131,0641
151, 706i

90,9561
167,150i

0i
3l

ol
164, 3641

encii-liY
so.oo iosooo
s4.00 i0s400
s4.03 10s401
60.00 i06000
eS.OO ;OOSOO

66.00 106600
6z.oo io67oo
oa.oo joosoo
69.00 i06900
zr.oo tozroo
72.00 j07200
73 .00 i07_300

gO.OO;OgOOOl

90.01 i09001
go.oz iogooz
9r-.00:09100
92.00 i09200
93.00 i04040
200.00:
zor . ool

ZOZ.OO'

SERVICE COST CENTENS
OPERATING ROOM

RADIOLOGY-DIAGNOSTIC
NUCLEAR MEDICINE-DIAGNOSTIC
LABOMTORY
RESPIMTORY THEMPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV, CHARGED TO PATIENTS

0 . 36732 3l

0. 19s4921
0. s52s691
0. 2662801
o.:aszzoi
0.3r_2s361
0.?577421
0. 369031i
0.0000001
0. 3008801
0. s887741
o.414180i

0i
0l
oi
0i
0i
0i
ol
ol
oi
oi
oi
0i

UJ

0i
0l
0l
0i
01

0
0

0

0l
0l
01

0l
0
0
0l
0
0
0l
0l
0l

0l
0l
0l
ol
ol
0i
oi

i

ol

50. 00
54 .00
54.03
60 .00
65 .00
66 .00
67 .00
68 .00
69 .00
71.00
72.00
73 .00DRlJGs CTARGED TO PATIENTS

OI,T?ATIEI{T SERVICS COST CEITERs
CLINIC
DIABETES
OP PSYCH

Ei4ERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
CARDTAC REHAB

subtotal (see instructions)
Less PBP clinic Lab. services-erogram
only charges
Net charges (line 200 +/- line 201)

L.908L72l
s.+oztvl
0. 6360631
0. 36s401i
1. 3989s6i
0.000000i

I

I

!

i

o I go.oo
2,138 i gO.Or

o j go.oz
1,4]-3,782: I 91.00

0 I 92.00
0r I 93.00

q ,szg ,nqi 2oo. oo
o 1201. oo

4,57g,3r4t i202.00

provider ccN:151319

MCRrF32 - 3,5.136.0
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Heal th li-nq!!i3]__!y$eW
APPORTIONMENT OF IVEDICAL,

GIBSON GENEML
OTHER HEALTH SERVICES AND VACCINE COST

cMs-2552-10
worksheet D
PATI V
Date/Ti me

201
tle xrx

cost center Description

- nncifr-lnv seivrce cosr cerrens
50,00 r05000ioPERATING RooM

Sa. oO :OscOol nADroLocy-DrAcNosrrc
54,03 iO54O1I NUCLEAR I\4EDICINE-DIAGNoSTIC
60 , oo io6oool LABoMToRY
65.00 i06500i REsprRAroRy rHERApy
66.00 06600lPHYSrCAL THERAPY
67. OO ]06700I OCCUPATIONAL THERAPY
oa.oo looaoojsPEEcH PATHoLoGY
69. 00 ]069001 ELEcrRocARDroLoGY
71.00 i07100lMEDrCAL SuppLrEs CHARGED To pATrENrs
72,00 i07200lrMpL. DEV. CHARGED TO PATTENTS
73.00 i-o73qqlqRucs CHARGED To pATrENrs

oTTPATIENT SqRVIC€ COST CEITERS
90.00
90. 01
90. 02
91.00

090021oP PSYCH

costs
PPs services I coii I cost
(see jnst.) i nejmbursed i neimbursed

I services I serv'ices ttot
I subject ro I subjecr To
iDed. & Coins. iDed. & Coins,j (see inst.) i (see inst.l

5.00 i 6:00 7.00

0l
0l
0l
0l
0l
0l
oi
oi
0i
ol
oi

si

0l
0l
0t
ol
0
0
0l

l

ol

1s1, 6931

237,741i
t6,?46i

213 ,0941
s0,4961
47,4L4
23,3981
61,6841

oi
ri
0l

68,076i

0i
11 qqll

0i
s16, 378i

0i
nl

1,397,772i

t,Egt,ztzi

50. 00
54.00
54 .03
60.00
65 .00
66.00
67.OO
68 .00
69.00
71.00

09000r cLrNrc
090011 orneEres

92.00 109200
93.00 :04040
200 .00i
201 .00i

202 .00i

O91OOI EMERGENCY

oBSERVATIoN BEDS (NoN-DISTINCT PART)
CARDIAC REHAB

subtotal (see instructions)
Less PBP clinic Lab. Services-Program
only charges
Net charges (line 200 +/- line 201)

I 93.00
lzoo. oo
1201.00

izoz. oo

Provider ccN: 151319 Period:
Fron 70/O7/20LI
ro 09/30/201,2

MCRrF32 - 3.5,136.0
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financial Systems In Lieu of
COMPUTATION OF INPATIENT OPEMTING COST

TitIC XVIII xosp i ta
cost center Description

PART I - ALL PROWOER COIIIPOT{ENTS

IITPATIEITIT OAYS
llnpatient days (including private room days and swing-bed days, excluding newborn)
ilnpatient days (including private room days, exc'luding swing-bed and newborn days)
lPrivate room days (excluding swing-bed and observation bed days). rf you have only private room daysl
ldo not complete this line. i

lsemi-private room days (exciuding swing-bed and observation bed days)
Total swing-bed sNF type inpatient days (including private room days) through December 31 of the costrreport'ing period
lTotal swing-bed sNF type inpatient days (including private room days) after oecember 3l- of the cost
jreporting period (if ca'lendar year, enter 0 on this line)
lTotal sw'ing-bed ltr type inpat'ient days (including private room days) through December 31 of the cost'
report'in9 period

Worksheet D-1

1. 00
2 .00
3 .00

4.00
5.00

6.00

7 .00

8 .00

9.00

.Total swing-bed nr type inpatient days (including private room days) after December 31 of the cost
'reporting period (if calendar year, enter 0 on this line)

Date/Time erepared:
2/20/2013 l,:52 om

Cost

1.00

3,22sj 1.Oo
2,4L0 2.00

0t 3.00
l

I

L,8741 4.00
5241 5.00

I

I

1741 6.00

911 7.00
:30i 8.00
I

1,2s8 i s. oo
I

524r 10.00

r-74i 11.00
I

ol rz.oo
I

oi r:.oo

11".00

12 .00

13 .00

L7 .00

18.00

19.00

20.00

2t_.00
22.OO

23.00 I

24.00

;Total inpatient days including private room days applicable to the program (excluding swing-bed and
i newborn days)

10.00iswing-bed ir,lr type inpatient days applicable to title xvIII only ('including private room days)
through Decenber 31 of the cost reporting period (see instructions)
swing-bed sNF type inpatient days applicable to title xvrtt only (including private room days) after
December 31 of the cost reporting period (if calendar year, enter 0 on this line) i

.swing-bed NF type inpatient days app'lr'cable to titles v or xrx on'ly (including private room days)
ithrough December 31 of the cost reporting period
'swing-bed NF type'inpatient days applicable to titles v or xrx only (including private room days)
lafter oecember 31 of the cost reporting period (if calendar year, enter 0 on this line)

14'00 lt,tedically necessary private room days applicabie to the prograrn (excluding swing-bed days)
15.00 :Total nursery days (tit1e V or xIX only)
16,00 ,Hurs!.ry days (title v or xtx only)

isTTilG BED AI,TUSTI,IENT
Medicare rate for sw'ing-bed sNF services applicab'le to services through December 31 oi the cost
reporting period
uedicare rate for swing-bed sNF services applicable to services after December 31 of the cost
reporting period
Medicaid rate for swing-bed NF services applicable to services through oecember 31 of the cost
reporting period
t"ledicaid rate for swing-bed NF services appticable to services after oecember 31 of the cost
reporting period.rotal general inpatient routine service cost (see instructions)
swing-bed cost applicable to sNF type services through December 31 of the cost reporting period (1inei
5 x fine 17)
swing-bed cost appiicable to sNF type services after oecember 3L of the cost reporting period (line 6
x line L8)
swing-bed cost applicable to NF type services through December 31 of the cost reporting period (linei
7 x line 19)

,5'OO,l*]lg^bl1..ota applicable to NF type services after December 31 of the cost reporting period (1ine 8
ix'line 20)

26.00 ;Total swing-bed cost (see instructions)
27.00rGenera1 inpatient rout-ine service cost net of swing-bed-cost (line 21 minus

PRMTE R(xil DIFFEREi|TIAL AOJUSTI,IEI{T
28.00 jcenerai inpatient routine service -harges (excluding sw.ing-bed charges)
29.00 Private room charges (excluding swing-bed charges)
30.00 sem-i-private room charges (excluding swing-bed charges)
3L.00 ceneral inpatient routine service cost/charge ratio (line 27 + line 28)
32.00 Average private room per diem charge (line 29 + line 3)
33.00 average semi-private room per diem charge (1ine 30 + 'line 4)
34.00;average per diem private room charge differential (line 32 minus line 33)(see instructions)
35.00 average per diem private room cost differential (1ine 34 x line 31)
36.00 Private room cost differential adjustment (iine 3 x f.ine 35)
37.00 General inpatient routine service cost net of swing-bed cost and private roon cost differential

Z7_minus fine 36)
PART II - Tfi)SPITAL AIID SUB?ROVIDERS ONLY

,PiOGRAII INPATIE.{T OPERATING COST SEFORE PASS THROI,GH cosT ADJUSTIIIEITS
38,00 Adjusted general inpatient routine service cost per diem (see instructions)
39,00 rProgram general inpat'ient routin€ service cost (line 9 x line 38)
40.00 Medically necessary private room cost applicab'le to the program (line 14 x line 35)
41.00 Total program general inpatient routine service cost (line 39 + f.ine 40)

0 14.00
0t L5.00
oi ro.oo

I

I rz.oo

181.25

3 , 123 ,088
0

0

16,494

20.00

21. 00
22.00

23.00

24 .00

1 i ne 2,6_)

I

s,438i 2s.00

718,3961 26.00
2,404,692) 27.OO

i
2,323,ss1i 28.00

0i 29.00
2,323,551i 30.00
1.0349211 31.00

0.001 32.00
1,239.891 33.00

0.00i 34.00
0.001 35.00

oi 36.00
2,404,6921 37.O0

997.801 38.00
1,2ss,232i 39.00

0i 40.00
1,255,232i 41.00

(line

Provider ccN: 151319 Period:
F?on LO/OL/2011
ro 09/30/20t2

MCRrF32 - 3.5.136.0
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Ith FinanciaI
COMPUTATION OF INPATIENT OPEMTING COST

cost center Description

+2.00 HUntenY (title v & xrx only)
IntensJve Care Type rnpat{ent ttospltal units

43.00 INTENSIVE CARE UNIT
44.00 icoRoNARY CARE UNrr
45.00 iBURN INTENSIVE CARE UNIT
46.00 isuncrclL rNTENsrvE CARE uNrr
47.00 ioTHER spEcrAL. CARE (spEcrFy)

rn Lieu of Form cM5-2552-10

Total
rnpati ent

cost
1.00

?otal
Inpat'i ent

Days
2 .00

Title XVTII
Average Per
oiem (col, 1

+ co"l . 2)
3 .00

Hosp'i tal
i Program Days

4.00

Cost

''L 
__

Program Cost l

(col. 3 x :

col. 4)s'oq 
"
I 42.00

284,856j 43.00
I 44.00

45 .00
I 46.00

I

0i s0.00
i

0i s1.00

oi sz.oo
0i s3.00

.l
0i 54.00

o.ool ss.oo
0t 56.00
oi s7.oo
0i s8.00

0.00i s9.00

o.ooi 60.oo
0 i 6r..00

i

0i 62.00
0l 63.00

{zl2,a4f i aq.oo

173,617 65.00

696,4641 66.00
I

oi oz.oo
I

I

t,\lorksheet D-1

Ti me red:

0i 68.00
1

pi 6e.00
,,-,.j

i 70.00
i 71.00
| 72.00
i 73.OO
i 74.00
i 75.00

618,1e7l

I

I

I

188

cost center Description

48.00 erogram inpatient ancillary service cost (wkst. D-3, col. 3, line 200)
49.00 Total,Program inpatient costs (sun of lines 41 through 48)(seq instructions)

medical_ education costs (line 49 minus line 52)
TARqET Afldrt{T At{D LItilIT COITIPUTATXON

i 47,OO

1 .00__
1,29L,709i 48.00

,, ,-2,53]-J97j 49.00
PASS THROUGX COST ADJUSTITIEIITS

50.00 lpass through costs applicable to erogram inpatient routine services (from wkst. D,-sum of pirts r and
II I)

51,00 Pass through costs applicable to Rrogram inpatient ancillary services (from wkst. D, sum of parts rrr
and IV)

52.00 Total Program excludable cost (sum of lines 50 and 51)
53.00 Total Program inpatient operating cost excluding cap'ita'l related, non-physician anesthetist, and l

54.00 . erogram discharges
55.00 irarget amount per discharge :

56.00 Target amount (line 54 x line 55)
57.00 Difference between adjusted inpatient operatinq cost and target amount (line 56 minus line 53)
58,00 Bonus payment (see instructions)
59.00 t-esser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by th4

market basket
60.00 Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket
61.00 rf line 53/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by

twhich operating costs (1ine 53) are less than expected costs (1ines 54 x 60), or t% of the targ€t
amount ('line 56), otherwise enter zero (see instructions)

62.00 Relief payment (see instructions)
63.00 3]levraqle rnpqlient cost plus 'incentiJg p3yment (see instructioqs) _

IPROGRAII INPATIEI{T ROUTINE STII{G B,ED COST

64.00 uedicare swing-bed sNF inpatient routine costs through December 3L of the cost reporting period (see'
instructions) (title xvIII only)

65.00 Medicare sw'ing-bed srur inpatient routine costs after oecember 31 of the cost reporting period (See
instructions) (tit'le xvrrr only)

66.00 Total Medicare swing-bed sNF inpatient routine tosts (line 64 plus line 65)(title xvrrr only). ror i

cAH (see instructions)
67.00iTit'le v or xrx swing-bed NF inpatient rout'ine costs through December 31 of the cost reporting period

(-line 12 x line 19)
68.00 Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period

(1ine 13 x line 20)
69.00,Total titlg y or xrx swing-bed,NF inpatiFllt r-outine costs (line 67 + lin_e 68)

PART III - _SKIILED ilURSINC FACILIW, OTHER NURSII{G FACILITY, Al{D ICFllrlR ONLY
70.00 skilled nursing facility/other nurs'ing facili\/rcF/MR routine service cost (line 37)
71.00 Adjusted general inpatient routine service cost per diem (line 70 + line 2)
72.00 Program routine service cost (line 9 x line 71)
73.00.l,tedica'l'ly necessary private room cost applicable to Program (line 14 x line 35)
74.00rTotal program general inpatient routine service costs (line 7? + line 73)
75,00 capital-related cost allocated to inpatient routine service costs (from worksheet B, part rr, column

26, 'l i ne 45)
76.00 Per diem cap'ita1-related costs (line 75 + line 2)
77.00 Program capital-related costs ('line 9 x line 76) l

78.00 Inpatient routine service cost (line 74 minus line 77)
79.00 lggregate charges to beneficiaries for excess costs (from provider records)
80.00 Total Progran routine service costs for comparison to the cost-limitation (line 78 minus line 79)
81.00 rnpatient routine service cost per diem limitation
82.00 tnpatient routine service cost limitation ('line 9 x line 81)
83.00 neasonable inpatient routine service costs (see instructions) l

84.00 Program inpatient ancillary services (see instructions)
85.00 Utilization review - physic'ian compensation (see instructions)
86.00.Tota] Program inpatient operating costs (sum of.lines 83 through 85) i

PART TV - COIIPUTATIOI{ OF OBSERVATIOI{ 8ED PASS THROUGH COST
87.00 Total observation bed days (see instructions) i

88.00 Adjusted general inpatient routine cost per diem (line 27 + line 2) i

89.00 observation bed cost (line 87 x line 88) (see instructions)

76.00
77 .00
78.00
79.00
80 .00
81. 00
82 .00
83 .00
84.00
85 .00
86.00

s36i 87.00
997.801 88.00

s34,82r-i 89.00

Provider ccN:151319 Peri od :
Fron 70/O!/2O11
ro 09/30/2012

McRrF32 - 3.5.136.0



In Lieu of FormGIBSON GENEML HOSPITALneal th ri nanci al ,ryst!,!s
COMPUTATION OF INPATIENT OPERATING COST

cost center Description

COfTIPUTATIOI{ gf OESE|VATION qED PASS THROUGH CoST
90.00 caDital-related cost
9L.00 lNursing school cost
92.00 lAl'lied health cosr
93.00 lA11 other Medical Education

o
o
O
a
--.I
!-
o
o
o
o
o
o
a
o
o
a
o
o
o
o
O
h
!-
o
o
o
O
o
o
o
o
O
o
o
o
o
o
o
-̂,-Ft
o
o
o

Routine cost
(fron line

27)

2.00

XVIII
column 1 +
column 2

3.00

Date/Time Prepared:
2/20/20L3 1:52 om

cost_
Observation l

Bed Pass :

Through Cost '

(col3x r

co'l . 4) (see
"instructions).

5 .00

0i 90.00
ol gr.oo
oi 92.00
oi 93.00

Provider ccN: 151319

Title

Peri od:
Fro$ L0/0L/2O1I
ro 09/30/2OL2

. Hospital
r Total
robservation
. Bed Cost

(from line
' 89)
' 

4.00

worksheet D-1

1. 00

0i
0i
0i
0l

0l
0
0l
0l

0L

0l
0l
0i

0.
0.
0.
0.

MCRIF32 - 3,5.136.0
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COMPUTATION OF INPATIENT OPERATING COST Provider ccN: 151319

component ccN:155093

TItIE XVIII skilled Hursing
rac'i I i ty

cost center Description

PART I - ALL PROWDER COIIIPONENTS

INPATIENT DAYS

[*-npatient days (including private room days and swing-bed days, exc"luding newborn)
rnpatient days (including private room days, excluding swing-bed and newborn days) |

lprivate room days (excluding swing-bed and observation bed days). tf you have only private room days;
ldo not complete this line,
isemi-private room days (excluding swing-bed and observation bed days)
jrotal swing-bed sNF type inpatient days (including private room days) through December 31 of the cost
reporting aeriod

iTotal swing-bed Sttp type inpatient days (including private room days) after December 31 of the cost
reporting period (if calendar year, enter 0 on this line)
Total swing-bed llf type inpatient days (including private room days) through December 31 of the cost
reporting period

Itotal swing-bed NF type inpatient days (inc'luding private room days) after oecember 31 of the cost
reporting period (if calendar year, enter 0 on this line)
Total inpatient days including private room days applicable to the Program (excluding sw'ing-bed and

r newborn days)
10.00 rswing-bed sNr type inpatient days applicable to title XVIII only (including private room days)

Ithrough December 31 of the cost reporting period (see instructions)
11.00 lswing-bed sNF type inpatient days applicable to title xvrrr only ('including private room days) after

December 31 of the cost reporting period (if calendar year, enter 0 on this line)
swing-bed NF type inpat'ient days applicable to titles v or xrx only (including private room days)
through December 31 of the cost reporting period
swing-bed NF type inpatient days applicable to titles v or xrx only (including private room days)
after December 31 of the cost reporting period (if calendar year, enter 0 on this line)
lired'ically necessary private room days applicable to the Program (excluding swing-bed days)
Total nursery days (tit]e v or xtx only)
Nursery days (tit1e v or xrx only)

rn Lieu of Form cMs-2552-10
workshbet D-1

Date/Ti me

1.00
2 .00
3 .00

4.00
5 .00

6.00

7 .00

8 .00

9 .00

1.b0 ,--

tZ,ITZtj 1.00
L2,r72i 2.00

0i 3.00

!2,172i 4.00
oi s.00

0 i 6.00
i

oi 7.oo

oi 8.oo

L,9371 9.00

0 r.0.00

0 11.00

0i 12.00
i

0i 13.00
I

0t 14.00
oj 1s.oo
-0-l 16 .00

12 .00

13 .00

14.00
15 .00
16.00

STI]'IG BED ADJUSTi'ENT
17.00 -r*redicare rate for swing-bed sNF services applicable to services through oecimber sr of ttle cost-

reporting period
18.00 Medicare rate for swing-bed sNF services applicable to services after oecember 31 of the cost 

iI

i

rs.00 ;:5?::lln.:::t;:" swins-bed NF services app.ticab.te to services throush December 31 of the cost I rsr.zsi
!reporting Period i

20.00 Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 181.25i
reporting period 

:

21.00 Total general inpatient routine service cost (see instructions) 3,2L2,871i
22.00 swing-bed cost applicab"le to sNF type services through December 31 of the cost reporting period (line 0i

5 x'line 17) i

23.00 Swing-bed cost applicable to sNF type serv'ices after oecember 31 of the cost reporting period (line q 0]
x line 18)

24.00 swing-bed cost applicable to NF type services through December 31 of the cost reporting period (line 0l
7 x line 19)

25.00 swing-bed cost applicable to NF type services after December 31 of the cost reporting period (1ine 8 0]

,u.oo i"l]i"ri?ln-o"o cost (see instructions) 0l
27.00 General inpatient routine service cost net of swing-b_ed cost (line 21 minus line 26) 3-,.?.!J191,1]

PRTVATE R(x)TiI DTFFERENTIAL ADJUSTilE}TT :
28.00 General inpatient routine service charges (excluding swing-bed charges) L,972,579i
29.00 Private room charges (exclud'ing swing-bed charges) 0l
30.00 rsem'i-private room charges (excluding swing-bed charges) | L,972,579i
31.00:ceneral inpatient routine service cost/charge ratio (line 27 + line 28) L.6287671,
32.00 Average private room per diem charge (line 29 + line 3) 0.00i
33.00 Average semi-private room per diem charge (line 30 + line 4) 162.061
34.00 Average per diem private room charge differential (line 32 minus line 33)(see instructions) 0.001
35.00 Average per diem private room cost differentiai (1ine 34 x line 31) 0.001
36.00 private roon cost differential adjustment (fine 3 x line 35) 0l
37.00.General inpatient routine service cost net of sw'ing-bed cost and private room cost differential (lind 3,212,87Li

i27 minus line 36)
PANT II - }IOSPITAL AI{D SUSPROVIDERS ${LY
pRgGRAil II{PATIET{T OPERATTI{G COST SEFORE PASS THROTGH COST ADTUSAEilTS

38.00'Adjusted generaf inpatient routine service cost per diem (see instructions)
39.00 Program general inpatient routine service cost (line 9 x line 38)
40.00 trledica]1y necessary private room cost applicable to the Program (line 14 x line 35)
41.00 Total Program general inpatient routine service cost ('line 39 + line 40)

17 .00

r.8 .00

19.00

20.00

21.00
22.00

23.00

24.00

25.00

26.00
27 .OO

28 .00
29 .00
30.00
31.00
32 .00
33 .00
34 .00
35 .00
36.00
37.00

38 .00
39 .00
40.00
4L.00

MCRrF32 - 3.5.136.0
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COI4PUTATION OF INPATIENT OPERATING COST

cost center Description

42.00 NURSERY (title V & xrx only)
rntensive care Type rnplrtient Hospital Units

43.00 INTENSIVE CARE UNIT
44.00 CORONARY CARE UNIT
45.00 BURN INTENSIVE CARE UNIT
46.00 ]SURGICAL INTENSIVE CARE UNIT
47.00 ToTHER spEcrAL CARE (spEcrFy)

cost center DescriDtion

48.00 ,Program inpatient ancillary service cost (wkst.
49.00 'Total Program inpat'ient costs (sum of lines 41

62 .00
63 .00

4 .00

D-3, col . 3, .line 
200)

through 48)(see instructions)

lines 50 and 51)
excluding capital related, non-physician anesthetist, and
line 52)

Provider ccN: 151319

component ccN:155093

rn Lieu of Form cMs-2552-
worksheet D-1

Date/ Prepared:

total
Inpati ent

cost
1.00

Total
rnpat'i ent

oays
2 .00

E XVIII Skilled Nurs

Average Per
Dien (col. 1
* col. 2)

3 .00

raci 1 i ty
: Program Days

(1ine 56 minus line 53)

updated and compounded by the

1 47 .OO
i

-T----

PPS

Progran Cost
(col. 3 x
col. 4)

5.00

1.00

42 .00

43 .00
44 .00
45 .00
46.00

48.00
49.00

50.00

5r..00

52 .00
53.00

54 .00
55.00
56.00
57.00
58 .00
59.00

60.00
61.00

62 .00
63 .00

64.00

65.00

66.00

67.00

68.00

69 .00

70.00
71.00
72.OO
73 .00
74.00
75 .00

76.00
77 .00
78 .00
79 .00
80.00
81-.00
82 .00
83 .00
84.00
85 .00
86.00

PASS THROUGH COST ADJUSTITIEi{TS

50,00 Pass through costs applicable to Program inpatient rout'ine services (from wkst, D, sum of parts t and
II I)

51.00 iPass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of parts rr
and rv)

52.00 iTota'l program excludable cost (sum of
53.00 Total Program inpatient operating cost

inedical education costs (line 49 minus
TARGET AIIq'UT AND LIIIIT COIIPUTATIOI{

54.00 : Program discharges
55.00 'Target amount per discharge
56.00 Target amount (line 54 x 'line 55)
57.00 Difference between adjusted inpatient operating cost and target amount
58.00 Bonus payment (see instructions)
59.00 iLesser of lines 53/54 or 55 from the cost reporting period ending 1996,

market basket
60.00 Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket
61.00 trf line 53,/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by

which operating costs (1ine 53) are less than expected costs (lines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)
nelief payment (see instructions)
fllowable rnpatient cos_t plus incentive payment (see inslluctions)
PROGRAil II{PATT€ilT Rq'TINE S.ITING BEO COST

64,00'Medicare swing-bed sHr inpatient routine costs through December 31 of the cost reporting period (see
instructions) (tit1e xvrrr only)

65.00 tledicare swing-bed sNF inpatient routine costs after December 31 of the cost reporting period (see
instructions) (title xVIII only)

66.00 Total Medicare swing-bed SNF inpatient routine costs (line 64 plus line 65)(title wrrr only). ror
CAH (see instructions)

67.00 Title v or xrx swing-bed NF inpatient routine costs through December 31 of the cost reporting period
('line 12 x 'line 19)

68.00 Title v or xIX sw'ing-bed NF inpatient routine costs after December 31 of the cost reporting period
(line 13 x line 20)

69.00._T,otal tit-le V or xrx swing-bed NF inpatient routine costs (line 97 + line 68)
PAEI IIr - SKILLED NURSING FACILIW, OTHER_ NURSING FACILITYT Al{D ICFllrlR ONLY

70.00 iskil'led nursing facility/other nursing facility/rcF/MR routine service cost (line 37)
71.00 Adjusted general inpatient routine service cost per diem (1ine 70 + line 2)
72.00 Program routine service cost (line 9 x line 71)
73.00 tvtedically necessary private room cost applicable to Program ('line 14 x line 35)
74.00 Total Program general inpat'ient routine service costs (line 72 + line 73)
75.00 capital-related cost allocated to inpatient routine service costs (from worksheet B, part rr, column

26, line 45)
76.00 Per diem capital-related costs (line 75 + line 2)
77.00 .erogram capital-related costs (line 9 x line 76)
78.00 rrnpatient routine service cost (line 74 minus line 77)
79.00,Aggregate charges to beneficiaries for excess costs (from provider records)
80.00 iTotal Program routine service costs for comparison to the cost limitation (1ine 78 minus line 79)
81.00 tlnoatient routine service cost oer diem limitation
82.00 irnpatient rout'ine service cost limitation (line 9 x line 81)
83.00 Reasonable inpatient routine service costs (see instructions)
84.00 ,Program inpatient ancil'lary services (see instructions)
85.00 'Utilization review - physician compensation (see instructions)
86.00 iTotal Program i-npat.ient operating costs (sum of lines 83 through 85)

PART TV . COilruTATIOT{ OF OBSERVATION BED PASS TIIROUGI{ COST
87.00 iTotal observation bed days (see instructions)
88.00 iAdjusted general inpatient routine cost per diem (line 27 + line 2)
69.00 lobservation bed cost ('line 87 x line 88) (see instructions)

-.1

,] -.l
I

5tZIt,6tLl
263.e6I

511, 291 
i

0lI srr, zgr i

0i

0.00 1

0i
0i
oi
0i

o.ooi
0i

511,291i
381, 163 i

oi
. 892,454i

0l 87.00
0.00i s8.00

ol 89.00

Period:
Fron LO/OL/2OLI
ro 09/30/2072

MCRrF32 - 3.5.136.0
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COMPUTATION OF INPATIENT OPERATING COST

cost center oescription

I r.oo
cofrtpurATror{ oF oBsERvATr(x BED PAss rxnoucx iosr

noutine Cost , co'lumn 1 i
(from line i column 2

27) ,

Provider ccN: 151319

component ccN:155093

E XVIII

2 .00

Fron !O/OL/ZOL!
ro 09/30/2012

Nursi ng
racility 

1

Total I

Observation:
8ed cost

(from'line 
l

89) ,

4 .00

worksheet D-1

Date/Ti me

PPS

observation:
ged Pass l

Through Cost j

(col. 3 x
col. 4) (see
i nst ructi ons)

5.00 . _
- oi go.oo

ol sr.oo
0i s2.00
0i 93.00

90.00 fcapital-related cost
9L.00 lNursing school cost
92.00'Allied health cost
93.00 All oth€r Medical rducation

0l
0l
oi
0l

0l
0i
0i
0i

i
I

I

0l
ol
0l
ol

3 .00

0.0000001
0. 000000r
0 .000000
0.000000

McRrF32 - 3.5.136.0
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Health Fi nancia] _sy_s!!!l!
COMPUTATION OF INPATIENT OPEMTING COST

Title xrx Hospi ta
cost center Descript'ion

PART I - ALL PROVIDER COfjlPOt{ENTS

II'IPATIENT DAYS

ihpatient days (including private room days and sw'ing-bed days, excluding newborn)
itnpatient days (including private room days, excluding swing-bed and newborn days) i

lprivate room days (excluding swing-bed and observation bed days). rf you have on'ly private room daysl
1do not complete this'line.
tsemi-private room days (excluding swing-bed and observation bed days)
total swing-bed sNF type inpatient days (including private room days) through December 31 of the cost

I reporting period
lrota] swing-bed sNF type inpatient days (including private room days) after December 31 of the cost
reporting period (if calendar year, enter 0 on this line)
Total swing-bed NF type inpatient days (inc'luding private room days) through December 31 of the cost
reporting period
rotal swing-bed NF type inpatient days (including private room days) after oecember 31 of the cost I

reporting period (if calendar year, enter 0 on this line) |

iTotal inpatient days including private room days applicable to the Program (excluding swing-bed and ;

. newborn days)
swing-bed SNF type inpatient days applicable to title xvrrr only (including private room days)
through December 31 of the cost reporting period (see instructions)
Swing-bed sNF type inpatient days applicable to title xvrll only (including private room days) after
December 31 of the cost reporting period (if calendar year, enter 0 on this line)
swing-bed NF type inpatient days appficable to titles v or xrx only (including private room days)
through December 31 of the cost reporting period
swing-bed NF type'inpatient days applicable to titles v or xrx only (including private room days)
after oecember 31 of the cost reporting period (if calendar year, enter 0 on this line)

14.00 iMedically necessary private room days applicable to the Program (excluding swing-bed days)
l-5.00 Total nursery days (title v or xtx only)
16.00 J'rursery {ays_ (t_Lfle v _or xrx only)

IS.IfING BED ADJUSTIiIET{T

l-7.00 t"tedicare rate for swing-bed sNF services applicable to services through December 31, of the cost
report'ing period

18.00 rMedicare rate for swing-bed sur services applicable to services after December 31 of the cost
rreporting period

19.00 t,tedicaid rate for swing-bed NF services applicable to serv'ices through December 3L of the cost
reporting period

20,00 Medicaid rate for swing-bed NF services applicable to services after oecember 3L of the cost
reporting period

21.00 Total genera-l inpatient routine service cost (see instructions)
22.00 Swing-bed cost applicable to sNF type services through December 31 of the cost reporting period (1inq

5 x line 17)
23.00 swing-bed cost app'licable to sNF type services after December 31 of the cost reporting period (1ine 6

x line 18)
24.00 swing-bed cost applicable to NF type services through December 31 of the cost reporting period (1ine

7 x line l-9)
25.00 iswing-bed cost applicable to NF type serv'ices after December 31 of the cost reporting period (1ine 8

rx line 20)
26.00 Total swing-bed cost (see instructions)
27.00 lceneral. inpatient rout'ine service cost net of swing-bed cost (line 2l- minus l'ine 26)_

PRTVATE Rq)il DIFFEREI'fTIAL AD'USTI,IENT
28.00 iGeneral inpatient routine service charges (excluding swing-bed charges)
29.00 Private room charges (excluding sw'ing-bed charges)
30.00 semi-private room charges (excluding swing-bed charges) :

31.00 ceneral inpatient routine service cost/charge ratio (line 27 + line 28) 
:

32.00 Average private room per diem charge (1ine 29 + line 3)
33.O0 Average semi-private room per diem charge (line 30 + line 4)
34.00 nverage per diem private room charge differential (fine 32 minus line 33)(see instructions)
35.00 Average per diem private room cost differential (-line 34 x line 31)
36.00 Private room cost differential adjustment (line 3 x line 35)
37.00 tGeneral inpatient routine service cost net of swing-bed cost and private room cost differential (line

27 minus line 36)
PART TX - }IOSPITAL ATD SUB?ROVID€Rs OI{LY

.PROGRAIII Ii{PATIEI{T OPEiATII{G COST BEFORE PASS THROUGT COST ADJUSTIi'ENTS
3E.00 iAdjusted general inpatient routine service cost per diem (see instructions)
39,00 Program general inpatient routine service cost (line 9 x line 38)
40.00 iraedically necessary private room cost applicable to the Program (line 14 x line 35)
41.00 Total Program general inpatient routine service cost (line 39 + line 40)

rn Lieu of Form cM5-2552-10
t,lorksheet D-1

Date/Ti me
2013 1:5

PPS

1.00

1.00
2 .00
3 .00

4.00
5 .00

6.00

7 .00

6 .00

9.00

10.00

11.00

12 .00

13 .00

3,229
2,4LO

0

r,874
524

774

1. 00
2 .00
3.00

4 .00
5 .00

6.00

7 .00

8 .00

9.00

10 .00

lt .00

12.00

13.00

14.00
L5 .00
AO,UU

17 .00

I

Lztl
I
I

0i
i

741

0

o

I

r.' iLLLi
I

ni
i

lnl
0l
0l

--l

i ra.oo

1Sr..2si 19.00

181.zsi zo.oo
I

3,123,0S8i 2l-.00
ol 22.00

ol z:.oo
l

2L,93L1i 24.00

0 2s.00

z18,3esi 26.00
2,404,693t 27 .OO

.,.1
2,323,ss11 28.00

0i 29.00
2,323,ss1i 30.OO

1.034922 i 31.00
0.00i 32.00

1,239.391 33.00
0.001 34.00
0.001 3s.00

0l 36.00
2,404,693 37 .00

I

!

997.801 38.00
73,837i 39.00

0i 40.00
73,8371 41.00

provider ccN: 151319 i period:
i cioi-lbtottzott
I ro 09/30/20L2

MCRIF32 - 3.5.136.0
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Health Financi I svstems
COMPUTATION OF INPATIENT OPEMTING COST

cost center pescription

42,00 LluRsERY (title v & xrx only)
htensJve care Type lnpat'ient HospJtal unJts

43.00 INTENSTVE CARE UNIT
44.00 iCORONARY CARE UNIT
45.00 IBURN INTENSIVE CARE UNIT
46.00 iSURGICAL INTENSIVE CARE UNIT
4-7.00 IOTHEN SPECIAL CARE (SPECIFY)

cost center oescription

Provider ccN: 151319

TitIE XIX

rn Lieu of porm crus-2552-10
worksheet D-1

trrom 10/01/20L1
I ro 09/3o/20L2

Hospi ta
Program Days

4 .00

Date/Ti me

PPS

Program cost l

(co'| . 3 x 
lcol. 4) :

5.00_ - : 
-| 42.00

0i 43.00
i 44.00
I 4s.oo

46.00
i 47.0q_

r-.00
85.738

ls9,l7s

13,734i s2.00
1-45 ,84r- i s3 . 00

Total
Inpati ent

Cost
1.00

total I average Per
Inpatient I oiem (col, 1

Days j +co1.2)
2.00 j 3.00

I

4081

I

I

618, 1e7l

I

I

1, s1s . 191 ol

+t.OO-,program inpatient ancillary service cost (u,kst. D-3, col. 3, line 200)
49,00 rJot4l p.r_ogram inpatient co.sts (sum of lines 41 through 48)(see instructions)

PASS THROUGI| COST ADTUSTIIIE?{TS

50.00!pass through costs applicable to erogram inpatient routine services (from Wkst. D, sum of Parts r and
III)

51,00'pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II
and rv)

52.00 Tota'l erogram excludable cost (sum of lines 50 and 51)
53.00 Total Program inpatient operating cost excluding capital

,medi_cal education costs .(line 49 minus line 52)
TARGET AIIOUNT Al{D LIilrT CO,IPUTATIOII

related, non-physician anesthet'ist, and

54.00 I Program discharges
55.00 iTarget amount per discharge
56.00 rTarget amount (line 54 x line 55)
57.00 iDifference between adjusted inpatient operating cost and target amount
58.00 ,Bonus payment (see instructions)
59.00't-esser of lines 53/54 or 55 from the cost reporting period ending 1996,

market basket
60.00,Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket
61.00 irf line 53/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by

lwhich operating costs (line 53) are less than expected costs (lines 54 x 60), or l% of the target
amount (line 56), otherwise enter zero (see instructions)

62.00 Relief payment (see instructions)
63.00 iAllohrable rnpatient cost plus in,centive prynent (see instructions)

PROGRATTI INPATIENT R(ruTINE SI'ING BED COST

64.00 tMed'icare swing-bed sNF inpatient routine costs through December 31 of the cost reporting period (see'
I instructions) (title xvrrr only)

65.00 Medicare swing-bed sNF inpatient routine costs after December 31 of the cost reporting period (see
instructions) (title XVIII only)

66.00 Total Medicare swing-bed SNF inpatient routine costs (line 64 p-lus line 65)(title xvrrl only). ror
cAH (see instructions)

67.00rTitle v or xrx swing-bed NF inpatient routine costs through December 3L of the cost reporting period
(line 12 x line 19)

68.00 iTitle v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period
(line 13 x line 20)
Total title v or xrx swing-bed NF inpatient routine costs (line 67 + line 68)
PART III - SKILLED NURSING FACILIW, OTH:R NURSIJ{G FACILITY, AND ICFAIR OI{LY

skilled nursing facility/other nursing facility/TcF/MR routine service cost (line 37)
Adjusted general inpatient routine service cost per diem (line 70 + line 2)
Progran routine service cost (line 9 x line 7L)
laedically necessary private room cost applicable to Program (line l-4 x line 35)
-rotal Program general inpatient routine service costs (line 72 + line 73)
Capital-related cost a'llocated to inpatient routine service costs (from Worksheet B, Part rr, column
26, line 45)

76.00 Per diem capital-related costs (line 75 + line 2)
77.00 program capital-related costs (line 9 x line 76)
78.00 rnDat-ient routine service cost (line 74 minus line 77)
79.00 Aggregate charges to beneficiaries for excess costs (from provider records)
80.00 iTotal program routine service costs for comparison to the cost limitation (line 78 minus line 79)
8l-.00 lrnpatient routine service cost per diem limitation
82.00 irnpatient routine service cost limitation (line 9 x line 81)
83,00 lReasonable inpatient routine service costs (see instructions)
84.00 Program 'inpatient anci'l1ary services (see instructions)
85.00 ruti'lization review - physician compensation (see instructions)
86.00 iTota] Program inpatient operating costs (sum of lines 8.3 through 85)

PART Iv . COiIIPUTATIOI OF OBSERVATIOTI BED PASS THRq,GH COST

87.00 ,Total observation bed days (see instructions)
88,00 iAdjusted general inpatient routine cost per diem (line 27 + line 2)
89,00 iobservation bed cost (1ine 87 x line 88) (see instructions)

48.00
49.00

(line 56 minus line 53)

updated and compounded by the

0l 54.00
0.001 ss.o0

0l s6.00
0i 57.00
0i s8.00

0.00i s9.00

0.00i 60.00
0i 61.00

l

l

62 .00
63 .00

ol eq.oo

oi as.oo
I

oi 66.00
i

21,931i 67.00
l
l

01 68.00

?LgJl,l 6e.0069.00

70.00
71.00
72.O0
73 .00
74.O0
75 .00

70 .00
71.00
72.OO
73 .00
74.O0
75 .00

76.00
77.OO
78.00
79.00
80 .00
8t .00
82 .00
83 .00
84 .00
85 .00
86.00

5361 87.00
997,801 88.00

s34,821i 89.00

McRrF3z - 3,5.136.0



Provider CCN: 151319

ro 09/30/20!2 Date/Time Prepared:
2/20/20!3 1:52 om

Health_ Fi nanci a'l systqms
COIVIPUTATXON OF INPATIENT OPERATING COST

90.00 capital-re"lated cost
91.00 lNursing schoo1 cost
92,00 lAllied health cosr
93.00 All other [4edica] Education

GIBSON GENEML HOSPITAL
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nospi tal
Total l

observati on
Bed Cost :

(f rom 'li ne i

89)

'
4 .00

534,821i
s34,821i
s34,821-l
534,82f1

PPS

observation'
Bed Pass

Through Cost
(col, 3 x ,

co]. 4) (see 
l

instructions) 
l5.00 
:

cost center Description

coilruTATroN oF oBsrRvATroN BED pAss rlrRouc* aort 
t'oo

TitIE XIX
: Routine cost I colunn 1 + l

, (from line j co'lumn 2 l

27)

ili!
i z.oo | ,.oo

75,023! 90.00
0i 91.00
oj sz.oo
0l 93.00

337,3211 2,4O4,693
0l 2,404,693
ol 2,404,693
ol 2,404,693

0.140276i
0.000000i
0.000000i
o. ooooooi

MCRrF32 - 3.5,136.0



o
O
o
o

-t-
o
o
o
O
o
O
o
o
O
o
o
o
o
o
ohr
o
o
o
o
o
o
O
a
o
O
o
o
O
o
O
01
u-
o
O
o
o

1.00
2 .00
3 .00

4 .00
5 .00

6.00

r..00
2 .00
3 .00

4 .00
s .00

6.00

7 .00

8 .00

9 .00

10.00

11.00

12 .00

!-e-Cl t! fi!4!!tql_ gys_tgn_s GIBSON

COMPUTATION OF INPATIENT OPERATING COST

cost center Description

PART I - ALL PROVIDER COIIIPOT{ETTS

TNPATIET{T DAYS

lrnpatient days (including private room days and swing-bed days, excluding newborn)
llnpatient days (including private room days, excluding swing-bed and newborn days) i

lprivate room days (excluding swing-bed and observation bed days). rf you have only private room daysl
ido not complete this line. i

isern'i-private room days (excluding swing-bed and observation bed days)
iTotal swing-bed SNF type inpatient days (including private room days) through December 31 of the cost
. reporting period
iTotal swing-bed sNF type inpatient days (including private room days) after oecember 31 of the cost
reporting period (if calendar year, enter 0 on this line)

7.00 rotal swing-bed rur type inpatient days (including private room days) through December 3L of the cost
reporting period

8,00 total swing-bed NF type inpatient days (includ'ing private room days) after December 31 of the cost
lreporting period (if calendar year, enter 0 on this line)

9.00 total inpatient days including private room days applicable to the program (exciuding swing-bed and
newborn days)

10.00 rswing-bed sNF type inpatient days applicable to title xvrrr only (including private room days)
Ithrough December 3l- of the cost reporting period (see instructions)

11.00.swing-bed sNF type inpatient days applicable to title XVIII only (including private room days) after
:December 3l- of the cost reporting period (if calendar year, enter 0 on this line) :

12.00 iswing-bed NF type inpatient days app'licable to titles V or XIX only (including private room days)
through December 31 of the cost reporting period

13.00 Swing-bed NF type inpatient days applicable to titles v or xrx only (including private room days)
after December 31 of the cost reporting period (if calendar year, enter 0 on this line)

14.00 tvledically necessary private room days applicable to the Program (excluding swing-bed days)
15.00 Total nursery days (title v or xIX only)
16.00 .Nursery days (title v or xrx only)

ShIIiIG BED ADJUSTME' T
l-7.00'l,tedicare rate for swing-bed sNF services applicable to services ttrrough oecember 31 of ttre cost

reporting period
18.00 uedjcare rate for swing-bed sNF services applicable to services after December 31 of the cost

reporting period
19.00 l,tedicaid rate for swing-bed t'tF services applicable to services through December 31 of the cost

reporting period
20.00 lt,tedicaid rate for swing-bed NF services applicable to services after December 31 of the cosrireporting period
21.00 lTotal general inpatient routine service cost (see instructions)
22.00 swing-bed cost applicable to sNF type services through December 31 of the cost reporting period (1ine

5 x line L7) :

23.00 swing-bed cost appljcable to sNF type services after December 31 of the cost reporting period (line 6
x line L8)

24.00 Swing-bed cost applicable to NF type services through December 31 of the cost reporting period (1inet
7 x lr'ne 19)

25.00 swing-bed cost applicable to NF type services after December 31 of the cost reporting period (1ine 8
x line 20)

26.00 Total swing-bed cost (see 'instruct'ions)
27.00,General inpatient routi_ne service cost net of swing-bed cost (line 2L minus line 26)

gRMTE R@lrr DIFFERENTIAL ADJUSTITIEUT

28.00 Generai inpatient routine service charges-(excluding swing-bed charges)
29,00 Private room charges (excluding swing-bed charges)
30.00 jsemi-private room charges (exclud'ing swing-bed charges)
31.00 iGeneral inpatient routine service cost/charge rat'io (1ine 27 + line 28)
32.00;Average private room per diem charge (1ine 29 + line 3)
33.00 iAverage semi-private room per diem charge (line 30 + line 4)
34.00 everage per diem private room charge differential (line 32 minus line 33)(see instructions)
35.00 average per diem private room cost differential (line 34 x line 31)
36.00 Private room cost differential adjustment (line 3 x line 35)
37.00 General inpatient routine service cost net of swing-bed cost and private room cost d'ifferential

,27 minus line 36)
PART If - IIOSPITAL AI{9 SUSPROVIDERS ONLY

IROGRAI' INPATIEITT OPERATTilG COST EEFORE PASS THRqrcH COST ADJUSTI,IENTS
38.00iedjusted general inpatient routine service cost per diem (see instructions)
39.00 iProgram general inpatient routine service cost (line 9 x line 38)
40.00rlaedically necessary private room cost app]jcable to the program (line 14 x line 35)
41.00 Total Program general inpatient routine service cost (line 39 + line 40)

t|lorksheet D-L

Date/Ti me

1.00

u,1tz
L2,t7Z

0

tz,1.72
0

0

0

0

0

0

0

0

181. 25

181. 2s 
J

3,2r.2,8711 21.00
0t 22.00

0r 23.00

1 ,"?!,?,87]
0
1

L,972 ,579

13 .00

14.00
15.00
16.00

17.00

18 .00

19 .00

20 .00

24.00

25.00

26.00
27 .OO

0i
I

i

0i
0i
0i

j

(line

0
L,972 ,579
L.628767

0.00
162 .06

0.00
0.00

0
3,2r2,871

28 .00
29 .00
30. 00
31-. 00
32.00
33.00
34.00
35.00
36.00
37.00

38.00
39.00
40.00
41.00

McRrF32 - 3.5.136.0
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h Financial Svstems
COMPUTATION OF INPATIENT OPERATING COST Provider ccN:151319

component ccN:155093

rn Lieu of Form cMS-2552-10
worksheet o-L

Cost Center Description

42.00 iNURSERY (tit]e v & xrx only)
rntensive care :fype rnpatient ilospital units

43,00 IINTENSIVE CARE UNIT
44.00 icoRONARY CARE UNIT
45.00'BURN INTENSIVE CARE UNIT
46.00,SURGICAL INTENSIVE CARE UNIT

llz.00 lorHER sPEcrAL CARE (sPEcrFY)

52.00 .Total Program excludable cost (sum of
53.00 trotal program inpatient operating cost

;_me{ga1 q{ucation costs -(line 49 minus
TARGET AlrOUt{T AND LIltlIT CO,IPUTATION

From !o/Ot/zOL],
ro 09/30/2012 i oate/rime

XIX 11ed nursing
rac'i 1i ty

Average Per I Program DayS
Diem (col, 1 I

+ co1. 2)
3.00 4.00

: 1.00

rotal
lnpati ent

cost
1.00

total
Inpatient

Days
2 .00

I Program €ost
r (col. 3 x
. col. 4) _: 5.00

42 .00

I 43.00
| 44.00
| 45.00
| 46.00
i 47 .O0

cost center Description

48.00 Program inpatient ancillary service cost (wkst. b-:, col. 3, line 200)
49,00 Tola-l_Program -inpatient,costs (sum of'lines 4L through 48)(see instructions)

P4!S THROiGH COST ADIUSTIIENTS
50.00 ipass through costs applicable to erogram inpatient routine services (from wkst.

I

l_-t
I

i

48. 00
49.00

D, sum of parts t and -
II I)

51,00 pass through costs applicable to erogram inpatient ancillary services (from wkst. D, sum of Parts rr
and IV)

50.00

51.00

52 .00
53 .00

54 .00
55.00
s6.00
57.00
58.00
59.00

60.00
61.00

lines 50 and 51)
excluding capital related, non-physician anesthetist, and
I i n_e 52)

Program discharges
Target amount per discharge
Target amount ('l'ine 54 x line 55)
oifference between adjusted inpatient operating cost and target amount
Bonus payment (see instructions)
Lesser of lines 53/54 or 55 from the cost reporting period ending 1996,
market basket
Lesser of ]ines 53/54 or 55 from prior year cost report, updated by the market basket
rf line 53,/54 is less than the lower of lines 55, 59 or 60 enter the 'lesser of 5O% of the amount by

I

I

I

54.00
55 .00
56 .00
57.00
58 .00
59.00

60.00
61. 00

(line 56 ninus l'ine 53)

updated and compounded by thq

which operating costs (line 53) are less than expected costs (lines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)

62.00 Jne'lief payment (see instructions)
63.00 Allowable rnpalient cost plus incentive peyment Gee_ instructions)

i?ROCEAl.l II{PATIENT ROT TINE SIYII{G 8ED COST_

64.00 rMedicare swing-bed sNF inpatient routine costsr"redicare swing-bed sNF inpatient routine costs through December 31 of the iixt reforting period (aee ; O+.OO

.instructions)(title xwrr only) i

65.00lr,,ledicare swing-UeO srr inpatient routine costs after December 31 of the cost reporting period (see I j Os.Oo
instructions)(title xvlll only) , l

66.00 Total Medicare swing-bed sNF inpatient routine costs (line 64 plus line 65)(title XVIrr only). For I 66.00
CAH (see instructions)

67.00 Title v or xrx swing-bed NF inpatient routine costs through December 31 of the cost reporting period 67.00
(line 12 x line 19)

68.00 Title v or xIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 68.00
(line 13 x line 20)

69.00 rotal titld v or xr4- s\'ving:bed NF inpatient routine costs (line 67 + line 68) I 69.00

,o.oo t*i'*'";.11'o!:??#i?'#y.il:':Hi"?H:'Hii'ri:'lii'ilili#?"iii/.!o.3i'."m"":,, r- r,7rz-a7d zo.oo
71.00 Adjusted general inpatient routine service cost per diem (line 70 + line 2) 263.96i 71.00
72.00 Program routine service cost (line 9 x line 7l-) 0i 72.00
73.00 Medically necessary private room cost applicab'le to Program (line l-4 x line 35) Ol Z3.OO
74.00 Tota'l program general inpatient routine service costs (line 72 + line 73) ; 0i 74.00
75.00 capital-related cost allocated to inpatient rout'ine service costs (from worksheet B, Part rr, column 404,3971175.0O

26, line 45) i

76.00 per diem capital-related costs (line 75 + line 2) 33.221) 76.00
77.00 program capjtal-related costs (1ine 9 x line 76) 0l 77.00
78.00 rnpatient routine service cost (line 74 minus line 77) 0 78.00
79.00 rAggregate charges to beneficiaries for excess costs (from provider records) 0r 79.00
80.00 lTotal Program routine service costs for comparison to the cost limitation (1ine 78 minus line 79) 0 80.00
81.00 hpatient routine service cost per diem limitation 0.00i 81-.00
82.00 tnpatient routine service cost limitation (line 9 x line 81) 0i 82.00
83.00 neasonable inpatient routine service costs (see instructions) 0i 83.00
84.00 ,program inpatient ancillary services (see instructions) | 0i 84.00
85.00 rutilization review - physician compensation (see instructions) : Oi SS.OO

86.00 Total program inpatr'eht-operating costs (sum of lines 83 through 85) Oi so.oo
PART IV . COilruTATTOil OF OBSERVATI(X BED PASS THR(ruGH COST

87.00 rrota'l observation bed days (see instructions) 0l 87.00
88,00 Adjusted general inpatient routine cost per diem ('line 27 + line 2) 0,00i 88.00
8g.00robservation bed cost (line 87 x line 88) (see instructions) 0l 89.00

i 62.00
i es.oo-

MCRrF32 - 3.5.136.0
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COMPUTATION OF INPATIENT OPEMTING COST |,\lorksheet D-1

Total Observation ,

observation 8ed Pass
B€d cost rhrough cost l

(from line (col. 3 x :

89) I col. 4) (see '

r instructions) ,

Peri od:
rron t|/O!/ZOLl
ro 09/30/2oLz

cost center lescription l

;

i

codurrrroH oF oBsERv rror 8ED PAs3 :tnouet iosr
1.00

Routine cost
(from line

27)

2.00

column 1 +
column 2

4 .00

90.00 icapital -related cost
91,00 jNursing school cost
92.00 lAllied health cost
93.00 tAll other trledical Education

3.00 ,

0.000000i
o. ooooooi
0 .000000i
0 .000000i

5.00 ; _ _
-- oi 9o.oo

0l 91.00
0 92.00
0i 93.00

0i
0i
0l
0l

Provider ccN:151319

component CCN:155093

McRrF32 - 3.5.136.0
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INPATIENT ANCILLARY SERVICE

GIBSON GENEML HOSPITAL 2552-10
COST APPORTIONMENT provider ccN: 151319

Tit XVIII

to/01/z'11
worksheet o-3

09/3o/2atZ I Date/rime P

tnpatient I :npatient
Progran I Program Costs l

charges , (col.1x
col. 2)

2.00 3.00

Peri
From
TO

cost center Description

INPATIEI{T ROUTIT{E SERVICE COST CENTERS

30.00 o3o00iADULrs & PEDTATRTC5

31.00 IO31OOIINTENSIVE CARE UNIT
ANCILLARY SERVICE COST CENTERS

lRatio of cost
i to charoesl-
i

I

i 1.00

50.00 L050oo
s4.oo los40o
54.03 i05401
60.00 i06000
6s.oo io6soo
66.00 i06600
67.00 106700
68.00 j06800
69.00 106900
71.00 107100
72.00 07200
73.00 i07300

OPERATING ROOM

RADIOLOGY-DIAGNOSTIC
NUCLEAR I\4EDICIN E-DIAGNOSTIC
LABORATORY

RESPIMTORY THEMPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PATIENTS

IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

O'TPATTENT SIRVICE COST CEI{TERS

I

i

0. 3673231
0. 195492i
o.5s2s69i
0. 2662801
0. 38s276i
0.312s36i
0.257242i
0.369031
0.0000001
0. 3008801
0. s88774i
0. 414180i

1. 9081721
5.4027571
0. 636063i
0. 36s401i
1. 398956i
o. ooooooi

I

I

I

I

857, 614i
28A,8721

508,881
148,7491

16, 306i
507,3101
266,O76i
162,138i

53,779:
11,9121

0
227 ,223i
867 ,914i
422,L981

Ol

0l
0l

4,L82
3,164i

0i
3 , 199,832i

0i
3 , 199, 8321

:

i 30.00
_ i 31.00

186pz4l so.oo
29,079i s4.00
9,0101 s4.03

13s,087i 60.00
r-02 , 513 i 65 .00
50,674j 66.00
13,834 67.00
4,396i 68.00

0i 69.00
68,367i 71.00

s11,00si 72.00
171,q99l 73.00

0 90.00
0 90.01
0 90.02

1,528i 91.00
4,426i 92.O0

0i 93.00
1, 291, 709 i200. O0

1201.00
202.00

90.00 ,09000lcLrNrc
90.01l09001iDrABErEs
90.02 i09002loP PsYcH
91.00 i0910ol EMERGENCY

92.00 i09200loBsERVATroN BEDS (NoN-DrsrrNcr PART)

93.00 l04040lcARDrAc REHAB

200.001 irotal (sum of lines 50-94 and 96-98)
201.001 it-ess eee Clinic Laboratory Services-Program only charges
202.001 ittet charges (i'ine 200 minus line 201)

(line 61)

McRrF32 - 3.5.136.0
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INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

GIBSON GENEML HOSPITAL f Form cMS-2552-10
worksheet D-3Provider ccN: 151319

Component cCN:152319
F?om !O/OL/ZO7!
ro 09/30/2012

cost center Descript'ion

INPATIENT ROUTINE SERVICE COST CENTENS
30.OO O3OOO|ADULTS & PEDIATRICS
31.00 g3lo0FNTENsrvE CARE uNrT ., _

ANCILLARY SERVICE COST CENTERS
50. 00
54. 00
54.03
60. 00
65 .00
66.00
67 .00
68 .00
69 .00
71.00
72.00 i072001il4p1. DEV. CHARGED To PATTENTS
Z3.OO :OT3OOIDRUGS CHARGED To PATTENTS

p!!'PArrEilT SERVTCE cQSr CENTEf,S
90.00 i09000lcLrNrc
90.01 09001lDrABErEs
go.Oz togOOzloP PsYcH

I 
cLrNrc

i DIABETES

91.00 i09100i EMERGENCY

OPERATING ROO[4

RADIOLOGY.DIAGNOSTIC
NUCLEAR MEDICINE-DIAGNOSTIC
LABORATORY

RESPIRATORY THEMPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
I4EDICAL SUPPLIES CHARGED TO PATIENTS

Date/Time

Ti t.IE XVIII SNF cost
lnatio of coiti inpatient r rnpatient l

To Charges Program Program costs
I charges (col. 1 x

. col. 2)__
1.00 2.00 3.00 ,

l

I I q- Iro.ooI 0i I 31.00_ I _.oi_ jn.oo

o.iozrzri -al - *--- 
oi so.ooo.rgs+gzr zo,r:+i r,gzsl s+.OO

0.552569i oi oi sq.oro.zeozeoj rog,ozri zs,zoci oo.oo
0.38s276i 7g,46zi 30,231i 65.ooo.irzsroi 185,217, sz,eazl oo.oo
o.257242i s5,029 i.4,156i 67.00
0.369031i s,33s 1,969;68.00
0.0000001 0 0i 69.00
0 . 300880: 68 , 567 20, 630: 71.00
0.588774 0r 0 72.00
0.4141801 __ 1.47,L20: 60,934i 73.00

.---_-____.10! 01 90.00

92.00 r09200
93.00 i04040
200.00i
201.00i (line 61)

OBSERVATION BEDS (NON-DISTINGT PART)
CARDIAC REHAB

Total (sum of lines 50-94 and 96-98)
Less PBP clinic Laboratory services-program only charges

202.00i lnet charges (1ine 200 minus'line 201)

1. 908172i
s.4o27s7j
0. 636063i
0. 365401i
1. 3989s6i
o. oo0o0oi

I

I

I

0i
0i
0i
n:

0i
669,742i

0i
669,742

0t 90.01
0t 90.02
oi 91.00
0i 92.00
0i 93.00

21S , 986 i2oo. Oo

i201.00
izoz . oo

MCRrF32 - 3.5.136.0
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INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

cost center Description

E XVIII

iRatio of cost. rnpatient
I To charges Program

I , charges
l

I r.oo 2.oo

rn rieu of Form cMs-2552-10
Period: i worksheet D-3
prom 10/01/2011 i

ro 09/30/201,2 Date/Ti me

ed Nursi ng PPS

Inpatient I

Program Costs'
(col. 1 x I

col. 2)
3.00 l

raci I i ty

INPATIE]TT ROUTINE SERVICE COST CET{TERS

30.00 03000lADULTS & PEorArRrcs
31.00 iO3IOOIINTENSIVE CARE UNIT

AI{CILLARY SERVICE COST CEilTERS
s0.00 i0s000
s4.00 ios400
54.03 i05401
60.00 106000
6s.oo lo6soo
66.00 Jo66oo
67.00 i06700
68.00 ]068001sPEECH PATHOLOGY

69. oo 106900l ELEcrRocARDroLoGY
71.00 iOTIOO|MEDICAL SUPPLIES CHARGED TO PATIENTS
-- ^^ 

i^-ranl -..^.72.00 i07200irMPL. DEV. CHARGED To PATTENTS

73.00 iOT3OOiDRUGS CHARGED TO PATIENTS

OPERATING ROOM

RADIOLOGY.DIAGNOSTIC
NUCLEAR MEDICINE.DIAGNOSTIC
LABORATORY

RESPIRATORY THEMPY
PHYSICAL THERAPY

OCCUPATIONAL THERAPY

I

l

0. 367323i
0. 195492i
0. ss2s69l
0. 2662801
0. 385276i
0. 312 s36i
0.2s7242.
0. 3690311
0.000000
0. 300880i
o.s887741
0. 414180i

1. 908172i
5.402757j
0.6360631
0. 365401
1. 398956
0.000000

i

0j
21, 1911

0l
].24,t75

s5,349i
492,408i
256,5451

23,7721
0i

20, 5841

0

. 2r-1, 980

0l
0:

oi
0i
0l
0l

r,205,944
0

1",205,944

I 30.00
I 3r..oo

0i s0.00
4,143i s4.oo

0i s4.03
33,06si 60.00
21,32s1 6s.00

1s3,89s1 66.00
65,9941 67.00
8,7501 68.00

0i 69.00
6, r-93 i 71.00

oi 72.oo
8Z,7e8J 73.00

l
0l 90.00
0i 90.01
0i 90.02
oi 9i..oo
0i 92.00
oi e3.oo

381, 163 1200.00
1201. 00
202 .00

0i
0i

OT'TPATIEI{T SIRVICE COST C€NTERS
090001 cLrNrc
O9OO1I DIABETE5
090021oP PsYcH
O91OO] EMERGENCY

O92OOIoBSERVATION BEDS (NON-DISTINCT PART)

93.00 .O4O4O CARDIAC REHAB

90.00
90.01
90.02
91 .00
92 .00

200.001 irotal (sum of lines 50-94
201.001 iLess PBP clinic Laborator201.001 iLess PBP clinic Laboratory
202.001 luet charges (line 200 minus

and 96-98)
services-erogram only charges (1ine
line 201)

61)

provider ccN: 151319

component ccN: L55093

McRrF32 - 3,5.136.0



Provider CCN:151319 Period:
Frcm L0/or/201!
ro 09/30/2012

rn Lieu of Form cMS-2552-10
t|,orksheet D-3

Date/Ti me

Inpatient i

Program Costs ,

(col l x
col , 2) | -.--

3.00 _

Hospi ta
Inpati €nt

Prograrn
charges

XTX

lecllh !l !4!sr-41--qve!e!Ls
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

Cost Center DescriPtion

INPATIENT ROUTII{E SERVICE COST CENTERS

GIBSON GENEML HOSPITAL

(line 61)

a
o
o
oq.
!-
o
o
o
o
O
o
o
a
o
O
o
o
o
o
o
h
t-
o
o
O
o
O
o
O
o
o
O
o
o
O
o
ohF
a
O
O
o

Inatio of costa
I To charges l

1.00

l

o. 367323i
0. 19s492i
0. ss2s69i
0. 266280i
0.38s2761
0. 312536l
0.257242i
0. 369031i
o. o0o00oi
0. 3008801
0.s88774i
0 .4r.41801

2 .00.

gt,'627

__ 18, 6l_il
30 .00
31.00

.00

.00

.03

.00

.00

.00

.00

.00

.00

.00

.00

.00

.00

.01
,0t
.00
.00
.00
.00
.00
.00

qn

54
54
60
65
66
OT

68
69
7l
72
t5

90

le0
190, q1

I o)i -'
ie3
izoo
1201
202

342i
73s I

s s1l
867 

I

647 i

s18 i

e6e 
i

0i
0l

70i
0i

766 i

26,34,
2,73'

55:
10, 86
z0 ,64,
2,91r

961

I

I

7l
I

ls-26'

I

i

4,87

85,73

,766i----t
,l
0l
0i
0l

,873 i

oi
0i

.738i

trjlT
13, 9891

9981

40,809
53,5911
9, 338i
3,768i

oi
0i

?33
0l

38, q6!_

NUCLEAR MEDICINE-DIAGNOSTIC
LABORATORY

RESPIMTORY THEMPY
PHYSICAL THERAPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

30,00 l0300olADULrs & PEDTATRTCS

31.00 O31OOIINTENSIVE CARE UNIT
ANCILLARY SERVICE COST CENTERS

50.o0 OSOOO|oPERATTNG Rool\4

54. 00 i054001 RADToLOGY-DTAGNOSTTC
54.03 i05401
60.00 ;06000
6s.oo io6soo
66.00 106600
67.00 106700
68.00 06800

0it.908L721
5.4027571
0. 636063
0.365401
1.398956
0 .000000

I

I

i

0l
0l

r5, J5b
0i
0i

245,84L1
0i

245,84L202,00i lNet charges (line 200 minus line 201)

69. 00 069001 ELEcrRocARDroLoGY
71.00 iOTIOO|MEDICAL SUPPLIES CHARGED TO PATIENTS

McRrF32 - 3.5.136.0
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Health rinanci
CALCULATION OF REIMBURSEMENT SEfiLEI\4ENT

Hospi tal

PART B : Ii!E'ICAL AIID OTHER HEALT}I SFRVICE!
1.00 i[4edica] and other services (see instructions)
2.00 iMedical and other services reimbursed under oPPs (see instructions)
3.00 IPPS payments
4.00 outlier payment (see instructions)
5,00 Enter the hospital specific payment to cost ratio (see instructions)
6,00 Line 2 times 'line 5

7.00 isum of line 3 plus line 4 divided by line 6

8,00 iTransitional corridor payment (see instructions)
g.0O iancil'lary service other pass through costs fron worksheet D, Part rv, column 13, line 200

10.00 iorgan acquisitions
u.Oo iTotal cost (sum of lines 1 and 10) (see instructions)

COIruTATIOI{ OF LESSER OF COST OR CHARGES

Reasonable charges
12.00 encillary service charges
13,00 organ acquisition charges (from worksheet D-4, Part rrr, line 69, col' 4)
14.00 Total reasonable charges (sum of lines 12 and 13)

custonary charges
15.00 iaggregati a,nount actualli collected from patients liable for payment for services on a charge basis
16.00 iemounts that would have been realized from patients liable for payment for services on a chargebasis I

'had such payment been made in accordance with 42 crn 413'13(e)
17.00 lnatio of iine 15 to line 16 (not to exceed 1.000000) i

18.00 Total customary charges (see instructions) i

rn Lieu of Form
workshe€t E
PATI B
Date/Ti me

cost

1.00

oi
0i

3,831,,422i

0i
0i
0i

3,83r,422
0
0
0

0.000
0

0.00
0

0
0

0.000000
0
0

0

3,869,736
0
0
0l

1. 00
2.00
3 .00
4 .00
).UU
6.00
7 .00
8 .00
9.00

10. o0
11.00

12 .00
13 .00
t4.00

15 .00
16.00

17 .00
18 .00
19 .00

20.00

21. 00
22.O0
23 .00
24.00

19.00 Excess of customary charges over reasonable cost (complete only if line
i nst ructi ons)

20,00 Excess of reasonable cost over customary charges (complete only if line
i nst ruct i ons)

21.00 Lesser of cost or charges (line 11 minus line 20) (for cAH see instructions)
22.00 hterns and residents (see instructions)
23.00 cost of teaching physicians (see instructions, 42 cFR 415.160 and cMs Pub. 15-1, section 2148)
24.00 Total prospective payment (sum of lines 3, 4, 8 and 9)

COilruTATION OF REIIIBURSEIETT SETTLEIIEI{T
25.00 Deductibles and coinsurance (for clH, see instructions)
26.00 oeductibles and coinsurance relating to amount on line 24 (for cAH, see instructions)
27.00 subtotal {(lines 21 and 24 - the sum of lines 25 and 26) plus the sum of lines 22 and 23} (for cAH,

see instructions)
28.00 Direct graduate medica'l education payments (from worksheet E-4, line 50)
29.00 IESRD direct medical education costs (from worksheet e-4, .line 

36)
30.00 subtotal (sum of lines 27 through 29)
31.00 Primary payer payments
32.00 subtotal (line 30 minus line 31)

ALLOUABLE BAD 
'EBTS 

(D(CLUDE BAD DEBTS FOR PROFESSIOML SERVICES)
33.00 composite rate ESRD (fron worksheet r-5, line 1L)
34.00 Allowable bad debts (see instructions)
35.00 Adjusted reimbursable bad debts (see instructions)
36.00 A'llowable bad debts for dua'l efigible beneficiaries (see instructions)
37.00 subtotal (sum of lines 32, 33, and 34 or 35) (line 35 hospita'l and subprovider only)
38.00 Msp-Lcc reconciliation amount from Ps&R

39.00 orHER ADJUSTMENTS (sEE rNsrRucrroNs) (sPEcrFY)
39.99 RECOVERY OF ACCELEMTED DEPRECTATION
40.00 subtotal (line 37 plus or minus lines 39 minus 38)
41.00 rnterim payments
42.00 Tentative settl€ment (for contractors use only)
43.00,sa"fance due provider/progran (line 40 minus the sum of lines 4!, and 42)
44.00 protested amounts (nonallowable cost report items) in accordance with cMS Pub. 15-rI, section

TO 8E C()IIPLETED BY CONTRACTOR

90.00 original outlier amount (see instructions)
91.00 outlier reconci'liation adjustment amount (see instructions)
92.00 The rate used to calculate the Time value of tuoney
93.00 Time value of uoney (see instructions)
94.00 Total (surn of ]ines 91 and 93)

18 exceeds line 11) (see

11 exceeds line 18) (see

L15.2

46,0641 25.00
1,665,3491 26.00
2,r.s8,323i 27.00

0i 28.00
0i 29.00

2,1s8,323i 30.00
577 i 37.00

2,L57,746li 32.00

0r 90.00
0l 9r..00

0.00i 92.00
0i 93.00
0i 94.00

- ol 33.00
148,7821 34.00
148,782 35.00

ol 36.00
2,306,s28i 37.00

0i 38.00
oj :o.oo
ol 3e.se

2,306, s28l 40.00
2,609,2751 4L.OO

0i 42.00
-302,7471,43.0O

0t 44,00

Provider ccN:151319 Peri od:
rrom t0/Ot/20I1,
ro 09/30/2012

MCRrF32 - 3.5.136.0
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ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

3 .00 List separately each retroactive lump sum adjustment
iamount based on subsequent revision of the interim rate
ifor the cost reporting period. Also show date of each
ipayment. rf none, write "NoNE" or enter a zero. (1)
Progriilr to provJder
ADJUSTMENTS TO PROVIDER

ialFrn
Provider CCN:151319

TitIE XVIII
rnpatient Part A

1,00 iTotal interim payments paid to provider
2,00 irnterim payments payable on individual bills' either

,submitted or to be submitted to the contractor for
services rendered in the cost reporting period. rf none,
write "t\totrtE" or enter a zero

nn/dd/yyyy
1.00

04/26/2012
09/L9/20L2

Amount
?.00 .

2 ,276,5481
oi

Part I

intdd/yiyy .

3 .00

09/1.9/2OL2 i

04/26/2012

Amount
4.00 i

z,239,814
0

369, 500
0
u
0
0

39
0
0
0
0

369 ,461

2,609,275

1.00
2 .00

3 .00

3 .0L
3.OZ
3.03
3 .04
5.U)

3. 50
3.51
3.52
3. s3
3.54
3.99

4 .00

5 .00

3 .01
3 .02
3 .03
3.04
3 .05

3.50
3.51
3. 52
3.53
3.54
3.99

4.00

5 .00

5 .01
5 .02
s .03

provider to Progran
ADJUSTMENTS TO PROGRAI4

subtotal (sum of lines 3.01-3.49 minus sum of lines
3.50-3.98)

50, 695r
119,700i

0l
0l
0l

0l
nl

0
0i
0i

170. 39si

2,446,943rotal interim payments (sum of
(transfer to wkst, E or wkst.
appropri ate).
TO 3E @I'IPLETED BY CO] TRACIOR

' lines 1, 2, and 3.99)
e-3. 'line and column as

List separately each tentative settlement payment after
desk review. Also show date of each payment. rf none,
write "NoNE" or enter a zero. (1)
Progran to Provider
TENTATIVE TO PROVIDER 0i

0i
0l

q-
0i
0l
0i

i

i

68,974i
oi

2,5r5 ,917
contractor

Number
1.00

5 .01
J.Ut
5 .03

5. 50
5.51
5.52
5.99

6 .00

6.01
6.02
7 .00

a.o-0

0l
0i
oi

5.50
5.51
5.52
5.99

'Provider to Progran
TEI.ITATIVE TO PROGRAM

isubtotal (sum of lines 5.01-5.49 minus sum of .lines

5.50-5.98)
6.00 Determined net settlement amount (balance due) based on

ithe cost report. (1)
6.01 SETTLEMENT TO PROVIDER
6.02 lserrlement To PRoGMM

7.00 itotal t',tedicare program liability (see instructions)

8.00 iName of contractor

-01

0i
ol
0l

I

I

l

l

i

0i
302 ,7 47 i

2,306,528 i

Date l

(Mo/oay/Yr) ,,

2 .00
I

MCRIF32 - 3.5.136.0
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Hea'lth Financial GIBSON GENEML

ANALYSIS OF PAYN4ENTS TO PROVIDERS FOR SERVICES RENDERED

iTota'l interim payments paid to provider
irnterim payments payable on individual biils, either
isubmitted or to be submitted to the contractor for
lservices rendered in the cost reporting period. rf none,
write "ttoNe" or enter a zero
luist separately each retroactive lump sum adjustment
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each

ipayment. If none, write "NoNE" or enter a zero. (1)
Progran to Provlder

I ADJUSTI4ENTS TO PROVIDER

l

Provider to Progran
ADJUSTMENTS TO PROGRAM

i

:

isubtotal (sum of lines 3,01-3.49 minus sum of lines
j3.50-3.98)
tTotal interim payments (sum of lines 1, 2, and 3.99)r(transfer to wkst. E or wkst. e-3, line and column as
appropri ate)

TO BI COIiIPLETED BY COI{TRACTOR

5.00 List separately each tentative sett"lement payment after
desk review. Also show date of each payment. rf none,
write "NoHE" or enter a zero. (1)
Progran to Provid€r
'TENTATIVE TO PROVIDER

provider to Progran
TENTATIVE TO PROGRAM

Subtotal (sum of lines 5.01-5.49 m'inus sum of
s.s0-s.98)

6.00 Determined net settlement amount (balance due)
the cost report. (1)

6.01 SETTLEMENT TO PROVIDER
6.02 lsetrueuetr ro PRoGRAM

7.00 .Total t,tedicare program liability (see instructions)

8,00 Name of contractor

In Lieu of Form CMS-2552-10

nn/dd/yyyy
1.00

04/26/2012

Provider CCN:151319

component ccN:1523L9

TitIE XVIII
rnpatient Part A

peri od:
rroa AO/OI/2OLI
ro 09/30/20L2

ng Beds -

t|lorkshe€t E-1
PATI I
Date/Ti me

cost

emounf
4 .00

Date
(Mo/Day/Yr)

2.00 _

Amount :

2.00 :

861, 638i
0i

PATI B

niiddiiyyyy 
,

3.00 
1

'l

i

ol
0t

I

I

I

I

I

I

I

i

i
I

0i
0i

. 0i' oi
!]

I

i0l
0i
0i
0i
0i
0l

0i

i-a

L3,447i
oi
oi
'l

0l
0

0l
0i
ol
ol
0l

t3,447
I

87s ,08si
I

i

--t

nl
;i
oi

oi
0i
0l
0

i

I

0l
0i
0i

1.00
2 .00

3.00

l-.00
2 .00

3.00

3.01
3 .02
3 .03
3.04
3.05

3.50
5.)a
3. 52
3. 53
3.54
3 .99

4 .00

5 .00

5 .01-
5 .02
5 .03

5.50
5. 51
5. 52
5.99

6 .00

O.Uf,
6.02
7 .00

I

I 8.00

3 .01
3 .02
3 .03
3 .04
3.05

3. 50
3.51
3.52
3.53
3.54
3.99

4.00

5.01
5 .02
5 .03

5.50
).)f,
5.52
5.99

oi
oi

- _01
_0i

0l
ol
0I ines

based on

33 ,019i
oi

908,104i
contractor

Number

. 1.00

McRrF32 - 3.5,136,0
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Health rinanci
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

1.00 lTotal interim payments paid to provider
2.00 lrnterim payments payable on individual bills, either

isubmitted or to be submitted to the contractor for
services rendered in the cost reporting period' rf none,
write "t,tone" or enter a zero

3.00 iList separately each retroactive lump sum adjustment
iamount based on subsequent revision of the interim rate
ifor the cost reporting period. also show date of each
ipayment. rf none, write "NoNE" or enter a zero' (1)
Progran to Provlder
ADJUSTI\4ENTS TO PROVIDER

I

Provider to Program
ADJUSTMENTS TO PROGMM

:

tsubtotal (sum of lines 3.01-3.49 minus sum of lines
: 3 . 50-3.98)jtotal interim payments (sum of lines 1, 2, and 3.99)
(transfer to wkst. E or wkst. e-3, line and column as
appropri ate)
TO 8E COMPLETED BY COIITIACTOR

5.00 List separately each tentative sett'lement payment after
desk review. Also show date of each payment. rf none,
lwrite "NoNE" or enter a zero, (1)
Program to Provider

5.01 TENTATIVE TO PROVIDER
5.02 i

5 .03
rProvider to Program

5.50 TENTATIVE TO PROGMM
5.51
5.52
5.99 subtotal (sum of lines 5.01-5.49 minus sum of

5.50-s.98)
6.00 oetermined net settlement amount (balance due)

the cost report. (L)
6.01 SETTLEMENT TO PROVIDER

6.02 ISETTLEMENT TO PROGMM
7.00 iTotal Medicare program liabi'lity (see instructions)

8.00 'Name of contractor

nn/dd/yyyy
1 .00

Provider CCN:151319

comDonent ccN:155093

tIE XVIII

Inpatient Part A

In Lieu

rrom L0/O1/2OLL
ro 09/30/2012

cMS-
I|,orksh€et E-1
PATI I
Date/Ti

Amount
4.00

Amount
2 .00

iskilled t'tursing j

I racility I

PATI B

, nn/ddlyyyy
' 3.00 .

478, 11ol
o

0l
0i

1.00
2 .00

3.00

3 .01
3 .02
3 .03
3 .04
3 .05

3.50
J. )I
3.52
3. s3
3.54
3.99

4.00

0i
0i
0i
o1

0

0i
0i
ol
0l
0i
0l

478,110i

0i
oi
q

0
0
0i

0l
0i
0l
0

i

0i
0i

478,1101

0l
oi
oi
0l
oi

3 .01
3 .02
3 .03
3 .04
3 .05

0
0
0
0
0
o

0

3.50
3.51
3.52
3.53
3.54
3.99

4 .00

5 .00

).uI
5 .02
5 .03

0i s. s0
ni q (i

0l 5.52
oi s.eelines

based on
I

I

l

nl
nl
oj

contractor Date I

Number (uo/oay,zYr) |

1.00 2.00

6.00

o.ut
6.O2
7 .00

8.00

MCRrF32 - 3.5.136,0
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nealth rinancial GIBSON GENEML In Lieu of rorm cMS-2552-10

CALCULATION OF REIIVIBURSEMENT SETTLEMENT FOR HIT

tle XVIII

ro B.E,-cqll?lqlip q_v-,cs$IB groR FoR.l!E!.-s-I r,{q nq !!!T EFtgfr-s--,
IIEALTI TilFORIIIATIOI{ TECHI{OLOGY DATA q)LLECTION AI{D CALCUIATIOI{

1.OO irotal hospitil discharges as defined in AAnn 54102 from wkst s-3, Part r column 15 line 14

2.00 iMedicare days from wkst s-3, Part r, column 6 sum of'lines 1-, 8-12
3.00 luedicare HMo days from wkst s-3, Part r, column 6' line 2

4,00 lTotal inpatient days from s-3, Part r column I sum of lines 1, 8-12
5.00 Total hospital charges from Wkst c, Part r, column 8 line 200
6,00 Total hospital charity care charges from wkst s-10, column 3 line 20

7,00 ICAH only - the reasonable cost incurred for the purchase of certified ntr technology worksheet S-2,
iPart r'line 168

8,00 icalculation of the HrT incentive payment (see instructions)
INPATIENT HOSPITAL SERWCES U}IDER PPS A CAH

30.00 irnitial/interim Hrr payment adjustment (see instructions)
31.00 iother Adjustment (specify)
32.00 igalance due provider (l'ine 6 minus line 30 and line 31)

ccN: 151319 peri od :
From 10/01/20U
ro 09/3O/2OIZ

worksheet E-1
PATI II
Date/Time P

cost

i.oo

641-

r,446
334

2,282
48,44r,522
1, 859 ,979

54,5L2

54,5L2

1.00
2 .00
3 .00
4 .00
5 .00
6.00
7 .00

8.00

s4,512i 30.00
0i 31.00
0t 32.00

MCRrF32 - 3.5.136.0
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Heal th .linallc'i3'l CIBSON

CALCULATION OF REIMBURSEMENT SETTLEI4ENT - SWING BEDS

TitIC XVIII

COi'PUTATION OF iIET COST OF COVERED SERVICES
1.OO ihpatient routine services - swing bed-sNF (see instructions)
2.00 itnpatient routine serv'ices - swing bed-NF (see instructions)
3.00 :encillary services (from wkst. D-3, column 3, line 200 for Part A, and sum of wkst. o,

ipart v, columns 5 and 7, line 202 for Part B) (For cAH, see instructions)
4.00 lPer diem cost for interns and residents not in approved teaching program (see

J i nstructions)
5.00 tprogram days
6,00 lrnterns and residents not in approved teaching program (see instructions)
7.00 Utilization review - physician compensation - sNF optional method only
8.00 Subtotal (sum of lines 1 through 3 plus lines 6 and 7)
9,00 Primary payer payments (see instructions)
10.00 isubtota'l ('line 8 minus Iine 9)
11,00 iDeductibles billed to program patients (exclude amounts applicable to physician

! professional services)
12.00 isubtota-l (line 10 minus line 11)
13.00 jcoinsurance billed to program patients (from provider records) (exclude coinsurance

I for physician professional services)
14.00 180% of Part B costs (line 12 x 80%)

l-5.00 subtotal (enter the lesser of line 12 minus line 13, or line 14)
].6.00 OTHER ADJUSTNIENTS (sEE INSTRUCTIONS) (SPECIFY)

17.00 Reimbursable bad debts (see instructions)
18.00 neimbursable bad debts for dual eligible beneficiaries (see instructions)
19.00 irotal (sum of lines 15 and L7, plus/rninus line 16)
20.00'rnterim payments
21.00 iTentative settlement (for contractor use only)
22.00 Balance due provider/program (1ine 19 minus the sum of lines 20 and 21)
23.00 protested amounts (nonallowable cost report items) in accordance with c[4s Pub. 15-rr,

i section 115.2

rn Lieu of Form Cr'4S-2552-10
worksheet E-2

Date/Time Prepared:
l12o/20L3 tt52 pn

ng eeds -
?a$ 4
1.00

Part B 
I

2,00 l

ni
i

0i
I

1

o.ool

0
0i

I

cost

703,429i

227,t76i

l

698i

0i
924,605i

0i
g24,6osl

0l

924,605i
16, s01i

908,1041
0
0
0

908, r_04i

875 ,085i
0i

33 ,019i
0i

1.00
2 .00
3 .00

4.00

5,00
6.00
7 .00
8 .00
9.00

10.00
11.00

12 .00
13 .00

0i 14.00
01 15.00
0 16.00
0 17.00
0 r.8 .00

0
0
0
0

0
U

0i 19.00
0l 20.00
0i 21.00
0l 22.00
0 23.00

Provider ccN: 151319 I period:

component ccN:152319 I To 09/30/20f2

MCRIF32 - 3.5.136.0
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Ith Financial
CALCULATION OF REIMBURSEMENT SETTLEI\4ENT

GIBSON HOSPITAL IN Li

rit E XVIII

1.oo i?H.1;.1ill,?lJt 
or neti'tsuRsellerr ssrrlEilr.{r ror r,liorcrne ea6r a saivrcEs - cosr nrrilguRsaieur (*.)t'oo

1.99 ]nursing and ellied Health Managed care payment (see instrucrion) | 2'83t'797i 1'00
3.00 iorgan icquis'ition uel 'vr'/ 0l 2.00
4.00 lsubtotal (sum of lines 1 thru 3) ; _-91 1'905'00 iPrimary piyer p"yr"nt, ' 2,83L,797i 4.00
6'00 

'J&T,l'ff";!;LJrJ;';tl&:rt* i,lL#J 
(see instructions) i ,,rri;331i i:33

Reasonable charges
7,O0 lRoutine service charges
8.00 iancillary service charges
9.00 lOrgan acquis.ition charges, net of revenue
10.00 iTotal reasonable charges

customary charges
11'00 iAggregate amount actualiy collected from patients liable_for payment for services on a charge basis r12'00 lAmounts that would have been realized from.patients liable foi puyr"nt for services on a charge basid
.- ^^ i!u9.ruch payment been made in 

"i.o.Jin.e wiitr cz cFR 413.g(;) ravrrrcrrL tu' >er.vrqes on a

L3.00 tRatio of line l-1 to line 12 (not to exceed 1.000000)
14.00 irotal customary charges (see instructions)
15'00 lexcess of customary charges over reasonabi. cort (complete onlyjf line 14 exceeds line 6) (see I

i nstructions)
tU.* 

iil$:;.:t;:ir-"rte 
cost over customary charses (cornplete only if tine 6 exceeds line 14) (see

17'00 lcost of teaching physicians (from worksheet D-5, part rr, column 3, line 20) (see instructions)
COITIPUTATIoN oF REIiIBURSEII4EIiIT SETTLETIIEI{T.

18.00 Direct graduate medicar education payments (from worksheet E-4, rine 49)19.00 Cost of covered services (sum of ljnis 6, 1Z and 1g)20.00 iDeductibles (exclude professionaf .orponintl
21.00 Excess reasonable cost (from line L6)
22.00 ,subtotal (line j.9 minus 'tine 20)
23.00 icoinsurance

Per'tocl: i worksheet E_3Fron IO/0L/2O11 i part vro 09/30/2012 Date/Time Prepared:

--+4]92.qL3 
7:52 PnHospltat , cost

:

0l 7.Oo
0l 8.00
0 i 9.00

_ oi 1o.oo

--oi 11.00
0l 12.00

I

I

0.0000001 13.00
0i 14.00
oi ts.oo

0i 16.00

0i 17.00

11q ) :

24.00 subtotal (1.ine 22 m.inus line 23)
25'00'allowable bad debts (exclude bad debts for professiona-l services) (see instructions)26.00 Adjusted reimbursable bad debts (see instructions)
27.00 Allowabre bad debts for,duar erigible beneficiaries (see instructions)28.00 subtotal (sum of lines 24 and 25, or line 26)
29.00 oTHER ADJUSTi4ENTS (SEE TNSTRUCTTONS) (SpECrFy)
29.99 tRecovery of accelerated Depreciation
30.00 subtotal (l'ine 28, plus or minus lines 29)
3l-.00 I Interim payments
32.00 ,Tentative settlenent (for contractor use only)
33.00:Balance due provider/program (rine 30 r.,tnu, ti" sum of rines 31, and 32)34'00 lProtested amounts (nona'llowab'le cost report items) in accordanie with cirs pub. 15-2. section

'- 
ol 18.00

2,8s7,092i 19.00
369,166i 20.00

0l 21.00
z,487 ,926i 22.O0

ol 23.00
2,487 ,9261 24 .00

27,991i 2s.00
27,991i 26.OO

oj zz.oo
2,s1s,917i 28.00

0i 29.00
0i 29.99

2,s1s,917j 30.00
2,446,943i 3L.OO

0 32,00
68,974i 33.00

0l 34.00

provider ccN: 1513i-9

McRrF32 - 3.5.136.0
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ri nanci al
CALCULATION OF REIMBURSEMENT SETTLEMENT

In Lieu of Form cMs-2552-10
worksheet E-3
PATI VI
Date,/Time p

PPS

t.oo'l

615,628 i 1.00
0i 2.00
0l 3 .00

615,628i 4.00

ritle xvul Nu rs'r ng
raci 1 i ty

pART VI - CALCULATIOII OF RlIlrlSURSEilEt{T SETTLETiEilEI{T - ALL OTHER HEALTH SERVICES FOR TXTLE )ryIIX PART A PPS SNF

SERVICES
pRospEcrrvE pavlrrr rurourur (see rrsrnucrrbni)

1.00 tResource utilizat-ion Group Payment (RUGS)

2.00 ]noutine service other pass thiough costs :

3.00 inncillary service other pass through costs
4.00 isubtotal (sum of lines 1 through 3)

.Cq{PUTATION OF NET COST OF COV€RED SERVICES

5.00 lrqedical and other services (Do not use this line as vaccine costs are included in line 1 of hl/s E, 
.

Pa.t g. rhis line is now shaded.) !

6.00 Deductible
7,00 i coi nsurance
8.00 iAl'lowable bad debts (see 'instructions)
9.00 ineimbursable bad debts for dual eligible beneficiaries (see instructions)
10.00 lallowable reinrbursab'le bad debts (see instructions)
11.00 i utilization review
12.00 isubtotal (sum of lines 4, 5 minus 6 & 7 plus 10 and 11)(see Instructions)
13.00 rnpatient primary payer payments
14.00 JOTHER AD]USTMENTS (SEE INSTRUCTIONS) (SPECIFY)

1.4.99 'Recovery of accelerated Depreciation
15.00 Subtotal (line 12 minus 13 t lines 14

16.00 lrnterim payments
17.00 lTentative settlement (for contractor use only)
18.00 tea'lance due provider/progran (line 15 minus the sum of lines 16 and 17)
19.00 iprotested amounts (nonallowable cost report items) in accordance with cMs 19 Pub. 15-2' section 115.2

I s.oo
i

0 j 6.00
137,51-8 7.00

0l 8 .00
o i 9.00
oi 1o.oo
0 11.00

478,r-r.01 r.2.00
0i 13.00
oi 14.00
0l 14.99

478,110i 1s.00
478,110i 16.00

0i 17.00
0 L8.00
0L 19.00

Peri od:
rrom I0/OL/zOtl
ro O9/30/2Otz

Provider ccN:151319

component ccN:155093

MCRTF3Z - 3.5.136.0
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Health Financial Systems GIBSON

CALCULATION OF REIMBURSEI\4ENT SETTLEI4ENT provider ccN:151319

1.00 lrnpatient hospital/SNF/NF services
2 .00 t'ledi cal and other servi ces
3.00 organ acquisition (certified transplant centers only)
4.00 isubtotal (sum of lines 1, 2 and 3)
5.00 irnpatient primary payer payments
6,00 ioutpatient primary payer payments
7,00 subtotal (line 4 less sum of lines 5 and 6)

C0ITIPUTATIOI{ OF LESSER OF C0ST OR CHARCES

Reasonable charges
8 .00 I Rout i ne servi ce charges
9.00 lencillary service charges
10.00 organ acquisition charges, net of revenue
11.00 rncentive from target amount computation
12.00 lTotjrl reasonable charges (sum of lines 8 through 1-1.)

CUSTOiIARY CHARGES

13.00 lAmount actually collected from patients liable for payment for services on a charge
I basi s

14.00 iAmounts that would have been realized from pat'ients liable for payment for services on
ia charge basis had such payment been made in accordance with 42 cFR 413.13(e)

15.00 Ratio of line 13 to line 14 (not to exceed 1.000000)
16.00 Tota] customary charges (see instructions)
17.00 Excess of customary charges over reasonable cost (complete only if line 16 exceeds

line 4) (see instructions)
18.00 Excess of reasonable cost

16) (see instructions)
over customary charges (complete only if line 4 exceeds linej

19,00 hterns and nesidents (see instructions)
20.00 cost of teaching Physicians (see instructions)
21,00:cost of covered services (enter the lesser of line 4 or fine 16)

pRospEcTIvE pAwgm Ailourr - LJnes 22 through 26 nust on'ly be completed for PPS prov'iders.
22.00 iother than outlier payments
23.00 outlier payments
24.00 erogram capital payments
25.00 :capita'l except'ion payments (see instructions)
26.00 Routine and ancillary service other pass through costs
27.00 subtotal (sum of lines 22 through 26)
28.00 Customary charges (title v or xIX PPS covered services only)
29.00 Titles v or xrx (sum of lines 21 and 27)

'COIIPUTATIOI{ OF REIfil3t lRSEftlE}{f SETTLEIIEi{T
30.00 Excess of reasonable cost (from line 18)
31.00 subtotal (sum of lines 1-9 and 20, plus 29 minus lines 5 and 6)
32,00 ioeductibles
33.00 coinsurance
34.00 .Allowable bad debts (see instructions)
35.00 i utilization review
36.00 isubtotal (sum of lines 31, 34 and 35 minus sum of lines 32 and 33)
37.00 OTHER ADJUSTI'4ENTS (SEE INSTRUCTIONS) (SPECIFY)
38.00 isubtotal (line 36 * line 37)
39.00 loirect graduate medical education payments (from wkst. E-4)
40.00 ;Tota1 amount payable to the provider (sum of lines 38 and 39)
41.00 i rnterim payments
42.00 ,aalance due provider/program (1ine 40 minus 41)
43,00 jprotested amounts (nonallowable cost report items) in accordance with cMS Pub 15-2,

section 115.2

rn Lieu of Form cMs-2552-10
Period: I worksheet E-3
rrom 10/07/2O11 i Part vrr
ro O9/3O/2O72 i oate/ri

nosp'i ta1
i ,I,np-qtief !
i 1.00

: oulPgli9-n!, 2.00
pASI y.r.r.. : !A!c!lr-ru,o!!_9! !FM8.qitF!tE!{L_: 4!! 9rHFB !,EA!.!!! lEEyIgEs F-o! T.Il!E5,y oB IU-l-ElVllEl
COiIPUTATION OT XET COST OF COVERED SERVICES

0

oi

0. o0o00oi
245 ,8411
245,84L

i

i r..00
1,397 ,7721 2.00

3 .00
r,397,772i 4.00

I qnn
oi 6.oo

7,397 ,7721 7.00

I 8.oo
4,579,314i 9.00

i 10.00
| 11 nn

4,579,314i 12.00

0

0

0.000000
4,579,3L4
3 , 181, 542

0

ol

0i
0i
0i

0i

0i
245,84Lt

0i
oi

245,84J-'1

13.00

L4 .00

15 .00
16.00
17 .00

18 .000i

Ol

0j
0

0i 19.00
0i 20.00

r,.397,7721 2r.0O
I_--)

0l 22.00
0 23.00

24.00
i 2s.00

0i 26.00
oi 27.00
0i 28.00

1,397 ,772i 29.00

0
oi
0i
0l
0i
0l
01

0l

0i
0i
0i
0l
0
0
0
0i
oi
0i
0i
0j
0l
0

0
L,397 ,772

0
0
0

r,397,772
0

L,397 ,772

L,397,772
0

t,397 ,772

30.00
31.00
32 .00
33 .00
34 .00
35 .00
36.00
37.00
38.00
39.00
40 .00
41.00
42 .00
43 .000i

I

McRrF3z - 3.5.136.0
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tlealth F-i_lrqn9iel- !y,r!e!!S_
CALCULATION OF REIMBURSEMENT SETTLEMENT

GIBSON GENEML HOSPITAL
provider ccN:1513L9

component ccN:155093

Title xrx

h Lieu of Form cMs-2552-10
worksheet E-3
PATt VIIFron 70/0U2071

ro 09/3o/20L2

0.0000001

I ski'l1ed Nursi ng
I paci 1i ty

-$palie,nt1'00

cost

oV!p,+i e.!!
2 .00

1.00
2 .00
3 .00
4.00
5 .00
6.00
7.00

PART VII - CALCULATION OF REIITIEURS€IIENT - ALL OTTIER HEALTH SERVICES FOR TITLES V OR XD( SERVICES

COIiIPUTATXON OF NET COST OF COVERED SERVICES

i rnpatient hospita'l/srur/NF services
iued'ical and other services
lorgan acquisition (certified transplant centers only)
isubtotal (sum of lines 1, 2 and 3)
irnpatient primary payer payments
ioutpatient primary payer payments
tsubtota'l (line 4 less sum of lines 5 and 6)
COIIPUTATIOT{ OF LESSER OF @ST OR CHARGES

Reasonablc Charges
8.00 rRoutine service charges
9,00 lAncillary service charges
10.00 lOrgan acquisition charges, net of revenue
11.00 rncentive from target amount computation
12.00 LTotal reasonable charges (sum of lines 8 through L1)

CUSTOIIIARY CHARGES

13,00 tAmount actually co'l'lected from patients liable for payment for services on a charge 
i

basis I

14.00 lAmounts that would have been realized from patients liable for payment for services oni
ta charge basis had such payment been made in accordance with 42 cFR 413.13(e) 

i

15.00 iRatio of line 13 to line 14 (not to exceed 1.000000) |

16.00 Total customary charges (see instructions) i

17.00 Excess of customary Zh""g"r over reasonable cost (complete only if line L6 exceeds I'line 4) (see instructions)
18.00 Excess of reasonable cost over customary charges (complete only if

16) (see instructions)
19.00 rnterns and Residents (see instructions)
20.00 icost of teaching Physicians (see instructions)
2L.00 cost of covered services (enter the lesser of line 4 or line 16)

PROSPECTM PAYtrlEl{T AllouNT - Lines 22 through 26 nust only be corplet€d for PPS providers,_
22.00 othei than out-lier payments
23.00 outlier payments
24.00 Program capital payments
25.00 capital exception payments (see instructions)
26,00 tRoutine and encillary service other pass through costs
27.00 tsubtotal (sum of lines 22 through 26)
28.00 customary charges (title v or xrx PPS covered services only)
29.00 rTitles v or xrx (sum of lines 2L and 27)

COilruTATION OF REIIiIBURSEITIEIr SETTLEI[IENT
30.00 iExcess of reasonable cost (from line 1-8)
31.00 isubtota'l (sum of lines 19 and 20, plus 29 minus lines 5 and 6)
32.00 r oeductibles
33.00 lcoinsurance
34,00 llllowab'le bad debts (see instructions)
35.00 I utilization review
36.00 subtotal (sum of lines 31, 34 and 35 minus sum of-lines 32 and 33)
37.00 joTHER ADJUSTT4ENTS (SEE TNSTRUCTTONS) (SPECTFY)

38,00 Subtotal (line 36 r line 37)
39.00 Direct graduate rnedical education payments (from wkst. E-4)
40.00 Tota'l amount payable to the provider (sum of lines 38 and 39)
41.00 I Interim payments
42.00 Balance due provider/progran (1ine 40 minus 41)
43.00 protested amounts (nona'llowable cost report items) in accordance with cMs Pub 15-2,

section 115.2

I

line 4 exceeds linel

1.00
2 .00
3 .00
4 .00
5.00
6. 00
7.OO

i 8.00
0i s.00
I r.0.00
I rr.oo

0l L2.00
l- - o] rr.oo
I

ol 14.00

0.0000001 1s.00
ol 16.00
oi u.oo

0i 18.00

0l

oi
I

ol
0l

0

0i
0l
0i

0i

0i
0:

0l
0r

0

0i

0i

0i
oi

0:

0l
0

_0 *
0l
0i
0
0
0
0
0
0

0i
0i
0l
0i
0i
oi
0i
0i
0i
^iUi

oi
0j
0l
0l

0 28.00
0 29.00

I ro.oo
0 31.00
0i 32.00
0i 33.00
oi 34.00

i 3s.00
0i 36.00
0i 37.00
oi 38.00
i 39.00

oi 4o.oo
oi 41.00
0i 42.00
0i 43.00

I

MCRIF32 3 . 5. 136.0
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Health Financial systems
BALANCE SHEET (rf you are nonproprietary and do not maintain
fund-type accounting records, complete the General pund column only)

CURREiIT ASSETS
1,00 icash on hand in banks
2.00 jremporary investments
3,00 ittotes receivable
4,00 lAccounts receivable
5.00 iother receivable
6.00 allowances for unco'llectible notes and accounts receivabl
7.OO rnventory
8,00 I erepaid expenses
9.00 lOther current assets
10.00 loue from other funds
11.00 iTotal current assets (sum of lines 1-10)

FTXED ASSETS
12,00 r Land
13.00 r t-and imorovements
14,00 Accumulated depreciation
15.00 Ieui1dings
16.00 laccumulated depreciation
17.00 i r-easehold improvements
18.00 iaccumulated depreciation
19.00 lFixed equipment
20.00 taccumulated depreciation
21.00 jlutomobiles and trucKs
22,00 Accumulated deoreciation
23.00 Major movable equipment
24.00 lAccumulated depreciation
25.00 i r'linor equipment depreciable
26.00 I accumulated depreci ation
27.00 iHrr designated Assets
28.00 Accumulated depreciation
29.00 i Minor equipment-nondepreciable
30.00 Total fixed assets (sum of lines 12-29)

OTHER ASSETS
31,00 'rnvestments
32,00 iDeoosits on leases
33.00 loue from owners,/officers
34.00'other assets
35.00 irota-l other assets (sum of lines 31-34)
36.00 irotal assets (sum of lines 11, 30, and 35)

CURRENT LIAEXLITIES
37.00 Accounts payable
38.00 rsalaries, wages, and fees payable
39,00 'payroll taxes payable
40.00 Notes and loans payable (short term)
41.00 joeferred income
42.00 accelerated payments
43.00 Due to other funds
44.00 iother current liabilities
45.00 lTotal current liabilities (sum of lines 37 thru 44)

LOT{G TERII LIASILITIES
46.00 Mortgage payab-le
47.00 lNotes payable
48.00 iUnsecured'loans
49.00 iother long term liabilities
50.00 Total'long term liabilities (sum of iines 46 thru 49
51.00 .Total liabilites (sum of lines 45 and 50)

CAPITAL ACCOUNTS

52.o0 iGeneral fund balance
53.00 ,specific purpose fund
54.00 lDonor created - endownent fund balance - restricted
55.00 Donor created - endowment fund balance - unrestricted
56.00 Governing body created - endownent fund balance
57.00 iplant fund balance - invested in plant
58.00rPlant fund balance - reserve for plant improvement,

i replacement, and expansion
59.00 iTota'l fund balances (sum of lines 52 thru 58)
60.00 Total liabilities and fund balances (sum of lines 5l- and

i 59)

Provider CCN: 1-51319 Peri od :
rron L0/OL/201L
ro 09/30/2012

worksheet G

Date/Time Prepared:
2/?0/20L3 t:5? pn _

P'l ant Fund i

4.00

General Fund

1.00

3,025,995
n

7 ,\36,755
57L,LL4

-3, 824 , 928
681,551
162,O29

n

7 ,752,516

(

{

{

29,960, 12(

-t8,764 ,621

11, 195 ,49;

Specific Endowment
Purpose Fund , Fund

2.00 r 3.00

1.00
2 .00
3.00
4. 00
5.00
6.00
7.00
8.00
9 .00

10 .00
1l-.00

0
0
0l
0i
0i
oi
0l
0i
oi
0l
0i

0i
0i
oi
0:
0i
0i
0l
0l
0
0
0

0
0i
0i
0i
0i
oi
0:
oi
0i
oi
0i
0i
0i
0l
0
0l
0l
0
0..

0
0
0
0
0
0

0
0i
0i
0
0

ol
0i
0

01

0l
0i
0i
0i
0i
oi
0l
0i
0i
0l

0i
oi
oi
oi
0i
oi
01

0
o
0l
0
0
0i
ol
0i
0i
ol
0l
0i

0i
oi
0i
0i
oi
0i

0i
oi
0i
0i
oi

oi
ol
0i

0i
ol
oi
0i
oi
0i

l

ol

0
0l

l-2 .00
13 .00
14 .00
15 .00
16.00
17 .00
18 .00
1-9 .00
20. 00
21.00
22.OO
23 .00
24.OO
25.00
26.00
27 .OA
28 .00
29 .00
30. 00

31,. 00
32 .00
33.00
34 .00
35 .00
36 .00

37.00
38.00
39.00
40.00
41.00
42.O0
43 .00
44 .00
45 .00

0i
0i
0i
0i
oi
0i
0t
0i
0
0
0
0L

0i
0i
0i
ol
0i
0i
0i
.-.-j
0l
0i
ol
0i
0i

__g
j

0i
0i
oi
oi
oi

I

0l
0l
0i

46.00
47 .00
48 .00
49 .00
50.00
51.00

52 .00
53 .00
54 .00
55.00
56 .00
57.00
58 .00

59.00
60.00

0i
0i
0i
0i
0i
oi

0
0
0
0
0
0

0l
nl

4, 561, 613l
4, 561, 6931

23,509,701r

717, 8s6l
1, 61r. , 0261

s21l
7LL,r3tl

0
0

rzL,727

3,162,26?l

0i
9,010,0631

0l
0i

9,010,0631
12,172 ,324i

1L,337,377i
I

i

i

I
I

I

I

l

I

Lr,337,377i
23, 509 , 70r"1

0i
0i
0l

0
0

0
0

MCRrF32 - 3.5.136.0
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Health Financial Systems
STATEMENT OF CHANGES IN FUND BALANCES

1.00 iFund balances at beginning of period
2.00 iHet income (loss) (from wkst. G-3, line 29)
3.00 irotal (sum of line 1 and line 2)
4.00 ledditions (credit adjustments) (specify)
5 .00
6.00
7 .00
8 .00
9.00 l

10.00 jrotal additions (sum of line 4-9)
11.00 tsubtotal (line 3 plus line 10)
12.00 ioeductions (debit adjustments) (specify)
13.00 i

14 .00
15.00 t

16.00
17.00 l

18.00 lTotal deductions (sum of lines 12-17)
19.00 lFund balance at end of period per balance

isheet (line 11 minus line 18)

General rund

Provider ccN: 151319
In Lieu of Form CMs-2552-10

1.00
2.00
3,00
4 .00
5 .00
6.00
7 .00
8 .00
9 .00

10.00
11.00
1"2 .00
13 .00
14 .00
15 .00
16.00
r.7.00
18.00
19.00

period: i wortstreet c-f
rron LQ/Ot/20!lirron LQ/Ot/20!li
ro 09/30/z0tzii Date/Time erepared:

i2/20/2013 1:52 om2/20/2013 1:5? pr
Special Purpose Fund

4.00
i

i
I

i

0i
0i

0i
0i

0
0l
0l
0l
0i
oi

I

i

i

3.00i.bb l

I

I

i

286,87711
0i
^lul
nl

0l
0l

i

I

I

0l
0
0
0l
0i
ol

I

i

2 .00
9,246,39:,
1, 804 , 10!

r.1,050, 50(

286,87i
LL,337 ,37i

(

11,337 ,37i

MCRrF32 - 3.5.136.0
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STATEMENT OF CHANGES IN FUND BALANCES

GrBsoN GENERAL HosprrAL rn Lieu of Form cl\4s-2552-10-Tprovioer cql: rsrlrg -fPerioA;------- Grtstreet c+
| | Fron LO/OL/2DLI
| 'ro 09/3o/20t2 Pe!-elIiTg erepared:

| 2/20/2013 7252 Pn
EndoMent Fund ; Plant Fund

5 .00 6.00 7.00 8.00
1.00
2 .00
3.00
4 .00
5 .00
6.00
7 .00
8.00
9.00
10.00
11.00
12 .00
13 .00
14 .00
15 .00
16.00
17 .00
18.00
19.00

Fund ba'lances at beginning of period
Net income (loss) (from wkst. G-3, line 29).rotal (sum of line 1 and line 2)
Additions (credit adjustments) (specify)

Total additions (sum of line 4-9)
subtotal (line 3 plus line 10)
Deductions (debit adjustrnents) (specify)

i

lrotal deductions (sum of 'lines 12-17)
lrund balance at end of period per ba'lance
isheet (line 11 minus fine 18)

0i

oi

i

l

oi
0l

I

I

oi
0i
0i
0i
0i
ni

j

0i
oi

0l
oi

i

j

1.00
2 .00
3 .00
4.00
5 .00
6 .00
7 .00
8.00
9. 00

10.00
r.i..00
12 .00
13 .00
14 .00
15.00
r-6 .00
17 .00
18.00
19 .00

McRrF3z - 3.5.136.0
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Hea'lth rinancial systems GIBSON GENEML HOSPITAL

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES

Cost center oisiripiion

PART I - PATIEI{T REVEI{UES

ceneral rnpatient Routine services
1.00 lHospital
2.OO iSUBPROVIDER - IPF
3.00 ISUBPROVTDER - rRF
4.OO iSUBPROVIDER
5 .00 1 swj ng bed - SNF

6.00 rswing bed - rur
7,OO SKILLED NURSING FACILITY
8.OO NURSING FACILITY
9,OO ]OTHER LONG TERIVI CARE

10.00 lTotal general inpatient care services (sum of lines 1-9)
htensive Care Typc rnpatient Hospita] Services

11,00 INTENSIVE CARE UNIT
12.00 ICORONARY CARE UNIT
13.00 IBURN INTENSIVE CARE UNIT
14.00 ISURGICAL INTENSIVE CARE UNIT
15.00 IOTHER SPECIAL CARE (SPECIFY)
16.00 lTotal'intensive care type inpatient hospital services (sum of lines

11-15)
17.00 iTotal inpatient routine care services (sum of lines 10 and 16)
18.00 Anci'llary services
19.00 ioutpatient services
2O.OO iRUML HEALTH CLINIC
2]..00 iFEDERALLY QUALIFIED HEALTH CENTER

22.00 iHOME HEALTH AGENCY

23.00 iAMBULANCE SERVICES
24.00 rc[4Hc

25.00 iAN4BULAToRY SURGICAL CENTER (D.P.)
26.00rHosPrcE
27.00 MOB AND ASC

28.00 Total patient revenues (surn of lines U-27)(transfer column 3 to wkst.
G-3, line 1)
PART II - OPERATII{G EXPE'{SES

29.00 .operat'ing expenses (per wkst. A, column 3, line 200)
30.00 iADD (sPEcrFY)
31.00 |

32 .00
33 .00
34 .00
35.00 i

36,00 iTotal additions (sum of lines 30-35)
37.00 iNoN oPEMTING EXPENSE

38.00 INDUSTRIAL MEDICTNE EXPENSE

39.00 i

40.00 i

41.00 i

42.00 lTotal deductions (sum of 'lines 37-41)
43.00 Tota'l operating expenses (sum of lines 29 and 36 minus line 42)(transfer

to wkst. G-3, Iine 4)

Provider ccN:151319 Peri od :
Fron 10/0t/20L3-
ro 09/30/20L2

i outpatient
r 2.00

worksheet c-2
PATTS I & II
Date/Time Prepared:
2/2O/2O13 1:52 pm

Inpati ent
1.00

Total
3 .00

2,323,5511

I

I

ni

0i
1,972,s79i

4, 296, L30i

452,3521
l

4s2,352i
I

4,748,4821
7 ,2r4,846i

0i
oi
0l

0l
0i
0i
0i
0i
oi

:

2,633,20si
3,718,452i

0i
0i
0i

I

I

2,323,551

0
0

L,972,579

4 , 296, 130

1.00
2 .00
3 .00
4 .00
5 .00
6.00
7 .00
8.00
9. 00

10. 00

0
11,963 , 328

i

I

35 ,458,0931
340,021]

nl

0
508 .131r

L,t83,222i
37 ,489,467,

,352 i r,1.00
i 12.00
i 13.00
i 14.00
I rs.oo

,3s21 16.00

,482 17.00
,939 18.00
,02r,i 19.00

0i 20.00
0i 21.00

,1311 22.00
i 23.00
i za.oo
i 2s.oo
i 26.00

,2221 27.OO
,79si 28.00

l

_-l

452

452

4,748
42,672

340

508

r-, r.83
49,452

31,260 ,827

6,351,6571
24,909,170

29.00
30.00
31. 00
32 .00
33 .00
34 .00
35.00
36. 00
37. 00
38. 00
39.00
40.00
4r..00
42.00
43.00

McRrF3z - 3.5.136.0
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'lth Financial Svstens rn Lieu of Form cMs-2552-10
STATEMENT OF REVENUES AND EXPENSES

1.00 lTotal patient revenues (from wkst. G-2, Part r, column 3, 'line 28)
2.00 iLess contractual allowances and discounts on patients' accounts
3.00 ir.ret patient revenues (line 1 minus line 2)
4.00 iLess total operating expenses (from wkst. c-2, Part rr, line 43)
5.00 lttet income frory service tg pSu.enlg (ling 3 minus line 4)

OTHER INCOi4E
6.00 icontributions, donations, bequests, etc
7,00 irncome from investments
8,00 inevenues from telephone and telegraph service
9.00 iRevenue from television and radio service
10.00 i Purchase discounts
l-1,00rRebates and refunds of exDenses
12.00 iparking lot receipts
13,00 iRevenue from laundry and linen service
14.00 ,Revenue from meals sold to employees and guests
15.00 iRevenue from rental of living quarters
16.00 iRevenue from sale of medical and surgical supplies to other than patients
17.00iRevenue from sale of drugs to other than patients
18.00 rRevenue from sale of medical records and abstracts
19.00 ,Tuition (fees, sale of textbooks, uniforms, etc.)
20.00 tnevenue from gifts, flowers, coffee shops, and canteen
21,00 rRental of vend'ing machines
22.00 Rental of hospital space
23.00 Governmental appropriations
24.00 OTHER OPEMTING REVENUE

24.01 NET INDUSTRIAL I\4EDICINE

24.02 NON OPEMTING INCOME

25.00 Total other income (sum of lines 6-24)
26.00 ,Total (line 5 plus line 25)
27.00 iNET NoN oPERATING REVENUE

27.OI :.

27.O2 l

28.00 Total other expenses (sum of line 27 and subscripts)
29.00 lNet income (or loss) for the period (line 26 minus line 28)

Provider ccN:15131-9 worksheet G-3

oate/time Prepared:
z/20/20L3 1:s-2 pm

Fron \0/OL/2O1!
l 
to o9/3o/2o12

1.Oo I

| 49,452,7951 1.00
i 22,s76,3671 2.00

26,s36,428i 3.00
; 24,909,7701 4.00
i r,627,2581 5.00

0 L 6.00
01 7.00
0t 8.00
ol e.oo
0i 10.00
0l 11.00
0i 12.00
oi 13.00
0i 14.00
0i 1s.00
0 i r.6 .00
ol u.oo
0l 18.00
0 19.00
0 20.00
0l 21.00
oi 22.00
0i 23.00

760,078i 24.00
270,247i 24.OI
601,604i 24.02

r.,631,929i 2s.00
3,259,187i 26.00
1,4ss,078J 27.00

0l 27.01
Oj 27 .02

1,455,078 28.00
1,804,109 29.00

McRrF32 - 3.5.136.0
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Hea'l th rinancial Svstems
ANALYSIS OF PROVIDER-BASED HOME HEALTH AGENCY COSTS

HOSPITAL
Provider ccN: 151319

rn Lieu of Form cMs-
worksheet H

rron !0/0]-/20I!
ro 09/30/2072

Home Health
Agency r .i

Date,/T j me

I Salaries

1.00

empl oyee i transportati o I contracted/Pu r other costs lgenefits I n(see I rchased i

I instructions) I Services
2.00 I 3.09 : 4.00 s.00 :

1.00
2 .00
3 .00
4 .00
5 .00

GENERAL SERVfCE COST CENTERS

lcapital Related - Bld9. & Fixtures
icapital Related - Movable equipment
ielant operation & l,taintenance
i Transportati on
I edmini strative and ceneral
HHA REXITIBURSABLE SERVICES

0
0

65,680r

0l
0i
oi
oi

27,2401

oi
0l
0i
0l
oi
0i
0i
oi
0j

130,2601

ol
0l
0l

39,622)
0
0l
0

.01
0
0
0i
oi
0i
0i
0i
oi

27,z4o)l

I

,l

,r, rr3l

0i
ol
0i
0i

19,s741,

1.00
2 .00
3 .00
4 .00
5 .00

6.00 rski'lled Nursing care
7.00 physical Therapy
8.00 occupational Therapy
9,00 I sp€ech Pathology
10.00 nedical social services
11.00 Home Health Aide
12.00 isupp'lies (see instructions)
13.00 iDrugs
14.00,DME

HHA I{O{REIIIBURSASLE SERVICES
15.00 jnome oialysis aide services
16.00 i nespiratory Therapy
17.00 :Private Duty Nursing
18.00 clinic
19.00 Health Promotion Activities
20.00 Day care Program
21.00 Horne oelivered Meals Program
22.00 Homemaker service
23.00 All others (specify)
24.00 Total (sum of lines 1-23) 235, 56

column, 6 line 24 should agree with the worksheet A, colunn 7,

s0,0e2]

;l
0l
0l

Ls,2371
0l
0l
ol

0l
0

3l
oi
0l
ol
0l
ol

90, 5871

0i 6.00
0l 7.00
0 i 8.00
0 i 9.00
0i 10.00
oi 11.00

699i 12.00
oj 13.00
0l 14.00

0i
0i
0i
0i
0
0
0
0i
0l
0i

0
0
0
0
0
0
0
0
0

20,273

15 .00
l_6.00
17.00
18 .00
19 .00
20.00
21.00
22.00
23 .00
24.OO

McRrF32 - 3.5.136.0
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al svstems
ANALYSIS OF PROVIDER-BASED HOME HEALTH AGENCY COSTS

GIBSON GENERAL HOSPIT

: Total
co'l s .

In Lieu of Form cMs-2552-10
worksheet H

DA

(sum of I neclissifi cat j

,i rnru I 
ron 

I

neclassifieil i

rrial salance i

(col. 6 +
col .7)

8.00 ,

180, 35i
(
(
(
(

54,85{
69!

(

(

Home Health
Agency I

Adj ustments

9 .00

PPS

net expenSeS r

for I

Allocation l

(co1, 8 + i

991 ,, 9)
10.00

,GEI{ERAL SERVXCE COST CEI{TERS
1.00 :capital Related - e1dg. & rixtures
2.00 icapital Related - t"tovable rquipment
3.00 Plant operation & Maintenance
4.00 Transportation
5.00 Administrative and General

HHA REI]TIBURSABLE SERVICES
6.00 iskilled Nursing care
7.00 iPhysical therapy
S.00,occupational therapy
9,00 rspeech Pathology
10.00 ttedical Social Services
11,00 Home Health lide
12.00 supp'lies (see instructions)
13.00 Drugs
14.00 iDME

HHA NONREIiIBURSABLE SERVICES
15.00 lHome oialysis Aide services
16.00 i nespi ratory Therapy
17.00 Private Duty Nursing
18.00 clinic
19.00 Health Promotion Activities
20,00 Day care Program
21,00 Horne oelivered [4eals Program
22.00 Homemaker Service
23.00 All others (specify)
24.00 Total (sum of lines 1-23)

colurn, oJine za should agree wlitt tte wortstrett a,

MCRrF32 - 3.5.136.0

l

6.00 i

oi
ni't
0l
0l

L37 ,7521

180, 3s21

ul
ol
01

0l
54,8591

6eel
01

0l

0i
0l
0i
ol
0
0l
0l
ol
0l

373 ,662i

i
j

7.00 |

91
ul
nl-l
0l

- r.4 , 0201

(

(

(

(

(

(

(

(

(

-L4 ,02(

0l
oi
0
0

L23,732)

1.00
2 .00
3 .00
4.00
5.00

r.80, 3s2 i 6.00
0 i 7.00
0l 8.00
0l 9.00
0l 10.00

54,859i 1r..00
699i 12.00

0l 13.00
0r 14.00

0j
0
oi
0i

-^^---lLZ5, / 5tl

0i
0i
oi
oi
0l

0
0l
0l
0l
oi
01

0l
0l
0l

0t
0l
0l
0l
0i
oi
0:
0l
0l

0i 0
0i 0
oi o
0l 0
00
0i 0oi o
0i 0oi 0
01 359,642

0
0i
0i
oi
0l
0l
0
0l
0i

359,642i

15.00
16.00
17 .00
18 .00
19 .00
20.00
21. 00
22.OO
23 .00
24 .00

o' suuicijpi-ii appticiuiJ.

Provider ccN:151319

HHA CCN: 757445

Peri od:
rron LO/0!/20!I
ro 09/30/2012

column 7, line 101,
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tteellth r'i nanciaf syt!_e$
cosr ALLocArroN - HHA aE-n-L-nal s-EnvrcEtosr

denennr- srnVice cosr cermns
1.00 lCapital Related - Bldg, & F'ixtures
2 . O0 i capi tal nel ated - l,tovabl e equi pment

3.00 ]plant operat'ion & Maintenance
4.00 Transportati on
5.00 iadministrative and General

HHA REIIIIBURSABLE SERVICES
6.00 skilled Nursing care
7.00 ehysical Therapy
8.00 ioccupational TheraPY
9.00 ispeech Pathology
10.00 t"ledical social Services
11.00 Home Health Aide
12.00 I supplies (see instructions)
L3.00 Drugs
14.00 ioME

H}I.A NOT{REI]iIBURSABLE SERVICES
15.00 Home oialysis aide services
16.00 nespiratory Therapy
17.00 Private Duty Nursing
18.00 clinic
l-9.00 Health Promotion Activities
20.00 Day care Program
21.00 Home oe'livered Meals Program
22.00 Homemaker Service
23.00 All others (specify)
24.00 Tota'l (sum of lines 1-23)

GENERAL HOSPITAL

Bldgs &
F i xtures

1.00

rron !O/01/201L
ro 09/30/20].2

Part I
Date/Ti me

Provider ccN: 15131"9

HHA ccN: 157445

capital Related costs

rn Lieu of Form cMs-2552-10
i worksheet H-L

z

Net Expenses
for cost

Al I ocati on
(from wkst,
H, col, 10)

0

Movab'l e
Equi pment

2.00

Home Hea
Agency I

Plant .Transportatio 
l

Operation & I n
Maintenance l

3 .00 4.00

0l
0l
0l

8,n21
0:

0i
0l

0i
0i
0i
0l
0
0i
oi
0i

__01

0l
0
0i
0i
oi
0i
0
0
0
0t

0l
0i
0i
0i

0j
0l
ol
0i
0l
0i
oi
oi
0l

0
0l
0i
0i
0l
0
0
0i
0i
0i

'l
0l
0l
0l

0l
0i
oi
ol
0l
0
0
0l
0l

l
I

0i
0r

1.00
2.00
3.00
4. 00
5 .00

180, 3s2l
ol
0i
o1

0l
s4,8591

6eel
0l
0l

o-l 6.oo
0l 7.00
0 8.00
0 i 9.00
oi 10.oo
oi 11.00
0i 12.00
I 13.00

0 14.00'-t

-o- rs.oo
oi 16.00
0i L7.00
0i 18.00
0l 1e.00
0l 20.00
0i 21.00
0l 22.00
oi 23.00
0i 24.00

0l
0l
0
0l
0l
0i
0l
0l
oj

359,6421

McRrF3z - 3.5.136.0
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lcBl u! Fue!gis,], _qv!!,gmq
cosr ALLocATxoN - HHA cexenll SERVICE COST

,GE|!€RAL SERVTCE COSI CENTERS
1.00 icapital Related - e1dg. & pixtures
2.00 lcapital nelated - tuovable equipment
3.00 plant ooeration & Maintenance
4.00 Transoortation
5.00 Administrative and General

HHA REIi,IBURSABLE SERVICES
6.00 Iski11ed ttursing care
7. 00 I ehysi ca1 Therapy
8.00 ioccupationai Therapy
9.00 lspeech Pathology
10.00 :uedical social Services
11.00 rHome Health Aide
12.00 | supplies (see instructions)
13.00 lDrugs
14.00 DME

H1IA NOilTEIiISURSABLE SERVTCES
15.00 iHome o'ialysis Aide services
16.00 I nespi ratory therapy
17.00 ; Private Duty Nursing
18,00 c'linic
19.00 Health Promotion Activities
20.00 Day care Program
21.00 Home oelivered meals Program
22.00 Homemaker Service
23.00 A1l others (specify)
24.00 Total (sum of lines 1-23)

Subtotal ldministrativI rotal (cols.
(cols. 0-4) I e & ceneral I lr + S1

44.00r5,0016.00

I

I

L23,7]jzl

274,

83,
1,

0l
0l
0l

l

t23,nzl

1. 00
2 .00
3.00
4.00
5.00

I

I

I

i

I

I

_l

180, 3521

oi
oi
oi
0l

54, S59i
6qql

0l
0r

94

28

, s92l
oi
0i
0l
ol

,773i
3671

ol
0l

6. 00
7 .00
8.00
9.00

10. 00
11. 00
L2 .00
13 .00
14 .00

15 .00
16.00
17 .00
r,8 .00
19 .00
20.00
21-.00
22 .00
23 .00
24. 00359,64

0i
0i
oi
oi
0i
oi
ol
0l
0i

359,6421

provider ccN:151319

McRrF32 - 3.5,136.0
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lgq]rb-*Fi.nancial systems *___
COST ALLOCATION . HHA STATISTICAL BASIS

GENERAL SERVICE COST CEIITEIS
l-.00 icapital Related - e1dg. & F'ixtures
2.00 ]capital Related - Movable equipment
3.00 lplant operation & Maintenance
4,00 jTransportation (see instructions)
5.00 iadministrative and General

IIHA REIi4BURSABLE SERVXCES

6.00 iskilled Nursing care
7.00 iehysical Therapy
8.00 ioccupational Therapy
9.00 Speech Pathology
l-0.00 Medical Social Services
11.00 Home Health Aide
12.00 supplies (see instructions)
13.00,Drugs
14.00 iDME

HHA IIONREIHBURSAELE SERVTCES
15.00 'Home oialysis Aide Services
16.00, Respiratory Therapy
17.00 'Private Duty Nursing
18 .00 c'l'i ni c
19.00 Health promotion Activities
20.00 ,Day care Program,
21,00 | ttome Delivered t',teals
22.00 Homemaker Service
23.00 All others (specify)
24.00 irotal (sum of lines
25.00 cost ro Be Allocated

r Part r)
26.00 unit cost r\4ultiplier

GIBSON GENEML HOSPITAL rn Lieu of Form CMS-2552-10
Provider ccN: 151319

L57445

Period: worksheet H-1
rron L0/OL/2011 Part rr
ro 09/3O/2OL2 L Date/rime prepared:

_-)_2129129]J'L:52 pm

Home Health i PPS

Agency I i

I capital nelated costs

, B'ldgs& I Movable
i rixtures I eguipnent
I (5QUARE FEET) i (DOLLAR

, I VALU:)
1.00 2.00

Plant Transportatio'neconcijiatio l

operation& n(UILcAGE) n l

Mai ntenance
(SQUARE FEET)

3.00 4.00 , 5A,00

'l
0l
0l
0l

0
0l

0i
0i
0:
0i
0i
0;
0i
0i
0l
0i
0i

0
0
0

0i
0l
0l
0i
oi
0l
0i
0i
0l

ol
ol
0l
0l

0l
0i
0l
0l
01

0l
0
0
0

0
0l
0
0l
0
0
0l

0 i 1.00
oi 2.00
oi 3.oo
i 4.00

-t23,732j s.00
I,-i

0 i 6.00
0i 7.00
oi 8.oo
0I 9.00
oi Lo.oo
0t 11.00
oi 12.00
0l 13.00
0i 14.00

I

.-- -.10 15.00
0l 16.00

0
0
0
0
0
0i
0

0i

Program

L-25)
(per worksheet n-l,

ol

ol

o. ooo0ooi

0i
oi
0!
0i
oi
0i
oi
0i
0i
0i
0i

0.000000i

0
0
0
0
0
0
0

-r23,732

17.00
18 .00
19 .00
20.00
21-. 00
22.00
23.00
24.00
25.00

26. 000.000000 0.000000i

McRrF3z - 3.5.136.0
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uealth pinancial
COST ALLOCATION - HHA STATISTICAL BASIS

GENERAL SERVICE q)ST CENTERS
1.00 capital Related - e1dg. & Fixtures
2 .00 I capi tal ne'l ated - tttovabl e equi pment
3.00 lPlant operation & [,raintenance
4.00 ;fransportation (see instructions)
5.00 tldministrative and General

HHA REIMBURSABLE SERVICES
6.00 iSkilled t,tursing care
7.00 iehysical Therapy
8.00 :Occupational rherapy
9,00 ispeech Pathology
10.00 Medical social Services
11.00 iHome ttealth aide
12.00 isupplies (see instructions)
13.00 Drugs
14.00 rDME

HtLA NOi{RIIITIBURSABLE SEiVICES
15.00 xome Dialysis aide services
16.00 | Respi ratory Therapy
17.00 iprivate Duty Nursing
l-8.00 iclinic
19.00 i ttealth promotion Activities
20.00 Day care Program
21.00 uome oelivered Meals Program
22.00 Homemaker service
23.00 lAll others (specify)
24.00 Total (sum of lines 1-23)
25.00 rCost To Be Allocated (per worksheet H-1,'Part I)
26,00 unit cost Multiplier

In Lieu of rorm CMS-2
worksheet H-1
PATt II
Date/Time P

Home Health
Agency I

Admi ni strativ i

e & ceneral 
i

(AccuM, cosr) i

5 .00

i

0l

180, 3s2l
0l
0l
0l
nl-l

s4 , ssel
6qqi

0i
0i

235,91

c

c

L

L

L
I

c

235, 910
L23,732

0. 524488

1. 00
2 .00
3 .00
4 .00
5 .00

6.00
7 .00
8 .00
9 .00

r.0 .00
11.00
L2 .00
13 .00
14 .00

15.00
16 .00
17. 00
18. 00
19.00
20. 00
21. 00
tt nn
23.00
24.O0
25.00

26.00

ccN:151-319 I Period:

157445 I ro 09/30/2012

MCRrF32 - 3.5.136.0
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Hqalth financ_ial. ly_sJ.eriq _

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS

GIBSON GENEML

HHA Trial
qslinse (1)

0
(

27 4 ,941
(

(

(

(

83 ,63;
1,06{

(

(

(

(

(

I

I

(

I

I

I

359, 64;

NEW BLOG &

. - .EIXT
1.00

NEV' MVBLE

EQUrP
2 .00

CAPITAL RELATEO COSTS

In Lieu of Form cMS-2552-10
period: i worksheet H-2
rron \0/0L/2011 i Part r
ro 09/30/2Ot2 l Date/rime red:

I Home nealth
! Agency r

PPS

I

subtotal

44l
22,770 1.00

274,944 2.00
0i 3.00
oi 4.oo
0i s.00
0I 6.00

83,632 1 7 .O0
1,066i 8.00

0 i 9.00
oj ro.oo
0i 11.00
0i 12.00
0t 13.00
0l 14.00
0i 15.00
0i 16.00
0i 17.00
0r 18.00
0i 19.00

1.00
2 .00
3 .00
4 .00
5 .00
6 .00
7 .00
8.00
9 .00
10.00
r.1.00
12 .00
13 .00
14.00
15 .00
16.00
17 .00
r.8 .00
19 .00
20.00
21. 00

cost center Description

Administrative and General
skilled Nursing care
ehysical therapy
occupational Therapy
speech Pathology
uedi ca'l soci al servi ces
Home Health Aide
supplies (see instructions)
Drugs
D[48

Home Dialysis Aide services
nespi ratory Therapy

i private outy t'turs'ing
iclinic
i uealth Promotion Activities
rDay Care Program
Home Delivered t"leals Program

I HOmemaker Service
rnll others (specify)
rota'l (sum of lines 1-19) (2)
unit cost Multiplier: column 26, line 1

divided by the sum of column 26, line 20
iminus column 26, line l-, rounded to 6

idecimal places.

6, 5891

0i
oi
01

0r

0
0i
0i
oi
0i
0l
0
0i
oi
oi
0i
oi
0
0

6,589

i

I

5,88(
t
(
(
(
(
(

t
(
(

(

(

(

(

(

(

(

(

5,88(

EMPLOYEE

B,ENEFITS .

4.00
10, 301i

oi
0l
0l
0i
0i
0l
0i
0i
0
0
0
0i
0i
0l
0i
0l
0
0

10, 30r-i 382,4L2
0.000000

20.00
21.00

(1)-a;ifi;0;Ti* zo-muit ugr"e wiin wkst. A, column 7, line 101.
(2) columns O through 26, ljne 20 must agree with the corresponding columns of wkst. B, Part I, line 101.

MCRrF32 - 3,5.136,0

provider ccN: 151319

HHA ccN: 1,57445
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Health Fi.n-qneiql !ys'!emq
ALLOCATION OF GENERAL SERVTCE COSTS TO HHA COST CENTERS

RAL HOSPITAL of rorm ct"ts-2

cost center oescription

Home Healt
Agency I

LAUNDRY & : HOUSEKEEPING, DIETARY
LINEN SERVICE ]

8.001.00 iAdministrative and General
2.00 iskilled Nursing care
3 . 00 i Physi cal The rapy
4.00 loccupational therapy
5.00 i Speech pathology
6.00 ,uedical Social Services
7.00 iHome Health Aide
8.00 isupplies (see instructions)
9.00 I Drugs
10.00 iDME
lL.00 iHome Dialysis eide services
L2.00 i Respi ratory Therapy
13.00 : private Duty Nursing
14.00 iclinic
1-5.00 j Health promotion Activit'ies
L6.00 iDay care program
17,00 rttome oel'ivered Meals progranr
L8,00 . Homemaker service
19.00 tA11 others (specify)
20.00 iTotal (sum of lines 1-j-9) (2)
21.00 tUnit cost Multiplier: column 26, line 1

tdivided by the sum of column 26, line 20
iminus column 26, line 1, rounded to 6
decimal p)aces.

q2 co!* o, iine zo must igre" *ith wksil a,ioiunrn-z-, tin;10i.-(2) columns 0 through 26, line 20 must agree with the corresponding cotumns of wkst. B, part r. line 101.

MCRrF32 - 3,5.136.0

Period:
Fron 10/07/20L1,
ro o9/30/20t2

Part r
Date/Ti

10.00

OPERATION OF
PLANT
7.04

13,11(
(
C

c

c

c

c

0
(]

0

0

U
n

0
0
0
0
0

13,1L6

ADMINISTMTIV 
J

E & GENERAT l5.00 
|

4,7321
57,1381

0l
oi

I
ul

17, 3801
22zl

0
ol
0l
0l
0l
0i
0l
0l
ol
01

0l
79,472l

I

0t
oi
0l
0
0l
0i
0i
0i
oi
0i
0l
oi
oi
0
0l
0i
oi
0l
0i
oi

9.00 i

4,921
0j
oi
0i
0l
0i
0i
0i
0i
0i
0i
0l
0i
0i
0
0l
0i
0
0l

4,92L

0
0
0
0

1.00
2.00
3 .00
4 .00
5.00
6.00
7 .00
8.00
9.00

10.00
11.00
12.00
r-3 .00
14.00
r.5.00
16.00
r-7 .00
18. 00
19.00
20.00
21. 00

0l
0i
oi
0
oi
oi
0i
ol
0i
0i

i

Provider ccN:15L319

HHA CCN: 157445
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ALLOCATION OF GENEML SERVICE COSTS TO HHA COST CENTERS

cost center Description

L.00 Administrative and General
2.00 skilled Nursing care
3.00 Physica1 therapy
4,00 loccupational Therapy
5.00 I speech Pathology
6.00 :Medical social services
7.00 luome Health Aide
8.00 tsuppiies (see instructions)
9.00 iDrugs
10 .00 i Dr4E

11.00 iuome oiaiysis Aide services
12.00 i nespiratory Therapy
13,00 rprivate Duty Nursing
14.00 iclinic
15.00 i Health Promotion Activities
16,00 Day care Program
17.00 iHome oelivered l,teals erogram
1"8.00 Homemaker service
19.00 All others (specify)
20.00 rotal (sum of lines 1-l-9) (2)
21.00 unit cost Multiplier: column 26, line 1

ldivided by the sum of column 26, line 20
minus column 26, line 1, rounded to 6
decima] places.

GIBSON GENERAL

CAFETERIA

worksheet tt-2
PATI I

NURSING
ADMINISTRAT

N
:

:

oi
oi
0i
0l
ol
0i
oi
oi
0i
oi
0i
0j
0i
oi
0l
OI

0l
0l
0j
01

16.00 i

7,3421
0:

0i
0l
0i
0i
oi
0l
0l
0l
0l
0l
ol
0l
0l
0l
0l
0l
0l

t,3421
l

'ol
l

I

oi
0l
01

0l
0l
0l
0l
0j
0l
01

0l
0l
0l
0
0
0
0
0
0
0l

l

l

MEDICAL
RECORDS &

LIBRARY

Date/Time Prepared:
2/2O/20L3 1:52 om

PPS

Intern &
Resi derts

Cost & Post
stepdown

Adj ustments
25.0013 .00 24 .00

46,881i
332,082i

0i
0i
0i
0i

101,012i
1, 28Si

0i
0i
0i
0i
0i
oi
0i
0i
0l
0l
oi

481, 263i

1.00
2 .00
3 .00
4 .00
5 .00
6.00
7.00
8 .00
9.00

10.00
11.00
12 .00
A5.UU
14.00
15 .00
16. O0
L7.00
18.00
19.00
20.00
21.00

(i) coiumn O,'iine 20 must agree wiih wkst. A, column 7, 'line 10i.
(2) Columns 0 through 26, line 20 must agree with the corresponding columns of wkst. B, part I, line 101.

MCRrF32 - 3,5.136.0

Provider ccN:151319

HHA CCN: L57445

period:
Fron 70/OL/20L]'
ro 09/30/2012
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Essl-Ul]lels]'4t !v$!!s --ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS

cost center Description

1.00 Administrat'ive and General
2.00 lsk"ilIed ttursing care
3.00 lPhysical rherapy
4.00 loccupationa'l Therapy
5.00 lspeech Pathology
6.00 iNedical Social Services
7,00 iHome uealth lide
8.00 isupplies (see instructions)
9.00 iDrugs
10.00 iDME

11.00 lHone Dialysis aide services
12.00 Respiratory Therapy
13.00 Private outy tturs'ing
14.00 lclinic
15.00 I Health Promotion Activities
16.00 iDay care Program
17.00 rHome oelivered Meals Program
18.00 i uomemaker service
19,00 All others (specify)
20.00 rotal (sum of lines 1-19) (2)
21.00 Unit cost Multiplier: column 26, line 1

divided by the sum of column 26, 'line 20
minus column 26, line 1, rounded to 6
decimal p'laces.

Subtotal

26 .00
AA

332,

101,
L,

HOSPITAL

Provider ccN;151319

157445

TOTAI HHA

costs

28 .00
I

3s ,84ol

9l
ul
nl

ol
10, 9021

1391

ol
ol
ol
ol
oi
ol

ei
ul
oi
0

46,88;]
0. 107e26]

l

I
!

In Lieu
worksheet H-2

rron !O/O!/2O11 i Part I
To 09/30/2012 i Date/Time erepared:

i2/2O/2O73 1:52 om
Home Health

Agency I
PPS

I

I

367,9?2i
0i
0i
0l
0i

L11, 914i
I,4271

0i
0l
0l
ol
0i
0i
0i
oi
oi
0i
oi

481, 2631

I

1. 00
2 .00
3 .00
4 .00
5 .00
6.00
7 .00
8 .00
9 .00

10.00
11.00
l-2 .00
13 .00
t-4 .00
15 .00
16. 00
17.00
18 .00
19. 00
20. 00
21.00

11)
(2)

column O, 'line 20 must agree with wlist. n, coTurn 7, lin" 1Oi. - *
columns 0 through 26, Iine 20 must agree with the corresponding columns of wkst. B, part I, line 101.

MCRrF32 - 3,5,136,0
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Health rinancial Systems ___ GIBSON GENEML HOSPITAL

ALLocATToN oF GENERAL sERvrcE cosrs ro HHA cosr CENTERS srATrsrrcAL I provider ccN:151319
BASIS

HHA ccN: 757445

cost center oescription

CAPITAL RELATSD COSTS

ieu of Form cMs-2
worksheet H-2
PATt II
Date/Ti me

Home Healt PPS

Agency I

Reconci I i ati o i ADMINISTMTIV
E & GENERAL

(ACCUM,

c0sr)
s.0q

22,770
274,944

NEW BLDG &
F]XT

(sQuanr
FEET)
1.00

NEW MVBLE

EQUIP
(SQUARE

FEET)
2.00

EMPLOYEE

BENEFITS
(cRoss

SALARI€s)
4 .00 5A

1.00 iAdministrative and General
2.00 iski'l'led Nursing care
3 ,00 i Physi ca1 rherapy
4.00 ioccupat'ional rherapy
5.00 ;speech Pathology
6.00 :tuedical social services
7.00 lHome Health Aide
8.00 tsupplies (see instructions)
9.00 Drugs
10.00 IDME

11.00 iHome Dialysis Aide services
12.00 Respiratory Therapy
13.00 Private outy Hursing
14.00 iclinic
15,00' Health Promotion lctivities
16.00 iDay care Program
17.00 Home oelivered Meals Program
18.00 i Homemaker Service
19.00 lAll others (specify)
20.00 .Total (sum of lines L-19)
21.00 lTotal cost to be allocated
22.00 unit cost multiplier

505
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

505
5,880

11. 643564

235,562i
0l
oi
0i
0i
0i
0j
0l
0l
0l
0t
ol

0
0
0
0

83,632
1, 066

0

1. 00
2.00
3 .00
4 .00
s .00
6.00
7. 00
8. 00
9. 00

10. 00
11. 00
12 .00
13 .00
r"4 .00
15.00
16. 00
17. 00
18. 00
L9 .00
20.00
21.00
22 .00

s0sl
0l
0l
ol
0l

:lvi
0l
0l
01

0l
ol
ol
ol
0l
0i
0i
0l
0l

s0sl
ssel
52 5l

0l

U

0

0

235,562
L0, 301

0.043729

01

0l
0i
0i
oi
0i
0i
0i
0i
0t

0l
0i
0i
0i
0l
oi
0i
0l
0

vi
0i
oi
0i
0l
oi
0l
oi
oi
0i
0l

382,4721
79,472)

0. 207818
6,

L3.047

Peri od:
rron IA/07/20LL
ro 09/30/2072

MCRIF32 - 3,5.136.0
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In Lieu of Form cMs-2552-L0
worksheet H-2ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL

BASIS

cost center DescriDtion

1.00 iAdministrative and Genera'l
2,00 skilled Nursing care
3,00 lehysica'l therapy
4.00 toccupational Therapy
5.00 lspeech eathology
6.00 :l,tedical Social Services
7.00 lHome Health Aide
8 .00 i suppl i es (see i nstructi ons)
9 .00 i Drugs
10.00 rDME

11.00 jnome Dialysis lide services
12.00 nespi ratory therapy
13,00 Private outy ttursing
14.00 lclinic
15.00' Health Promotion Activities
16,00 Day care Program
17.00 Home oelivered Meals erogram
18.00 Homemaker Service
19.00 iA'11 others (specify)
20.00 iTotal (sum of lines 1-19)
21.00 Total cost to be allocated
22.00 Unit cost multiplier

OP:RATION OF 
iPLANT 
]

(5QUARE 
]

FF_sr)_ l7.00 i

s0si
oi
ol
0l
ol
0l
0l
0l
0l
0i
oi
0l
ol
oi
0i
oi
0l
0i
0

50s
13,116

25.9722771

LAUNDRY &
LINEN SERVICE

(PouNDs oF

. LAVNDRI,
8.00

HOUSEKEEPING
(SQUARE

FEET)

Home Health
Agency I

OIETARY
(MEAL5

SERvED)

PPS

CAFETERIA
(FrE,s)

11 .009.00 l

5051

oi
ol
0l
0l
0i
0
0i
0
0l
0l
01

0r

0i
ol
0l
0i
oi
0i

505 i

4,92!i
L744554i

10.00 l

0i
0i
oi
0i
0i
0i
0i
0i
oi
0i
0i
0i
0
0
0
0
0t

0l
0i
0i
0i

0
0
0
0
0
0
0
0
0
0
U

0
0
0
0
0
n

0
0
0
0

0 .000000

1. O0
2 .00
3 .00
4 .00
s .00
6.00
7 .00
8 .00
9 .00

10.00
11.00
12 .00
13.00
14 .00
15 .00
16.00
17 .00
18.00
19.00
20.00
21.00
22.00

Provider ccN:151319

HHA CCN: \57445

MCRrF32 - 3,5.136.0
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Hea]th ri nancial _ry$!m!
ALLOCATION OF GENEML SERVICE COSTS TO HHA COST CENTERS STATISTICAL
BASIS

cost center oescription i NURSTNG i

I loutxrsrnerto i

N

(NRSE FTE's)

13 .00
1.00 administrative and ceneral
2,00 skil'led Nursing care
3.00 Physical therapy
4,00 ioccupational Therapy
5.00 lspeech Pathology
6 . O0 : rr,redi cal soci al se rvi ces
7.00 iHome Health Aide
8.00 ;supplies (see instructions)
9.00 r Orugs
10.00 iDME
11.00 iHome oialysis Aide Services
12,00 I nespi ratory rherapy
L3.00 Private Duty Nursing
14.00 clinic
15.00 Health Promotion Activities
16,00 Day care Program
17.00 Home oelivered Meals Program
18.00 Homenaker Service
19.00 All others (specify)
20.00 Total (sum of lines 1-19)
21.00 Total cost to be allocated
22.00 unit cost multip'lier 0.

Provider ccN: 151319

Ls7445

In Lieu of rorm crus-2552-10
t|lorksheet H-2
PATt IIrron L0/0L/2Orl

ro 09/30/2012

Home Health
Agency I

Date/Ti me

MEDICAL
RECOROS &

LIERARY
(TIME

!eq!r) l15.00 
i

1
0l
0l
0l
0l
0l
oi
ol
0l
ol
0l
0
0
0l
0l
ol
0l
ol

9lr
L,342

1 , 342 .0000001

1. 00
2 .00
3 .00
4 .00
s .00
6.00
7 .00
8.00
9 .00

10.00
11.00
12 .00
13 .00
14 .00
15 .00
16. 00
17. 00
18.00
19.00
20 .00
21.00
22 .00

McRrF32 - 3.5.136.0
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Health Financial Svstems
APPORTIONMENT OF PATTENT SERVICE COSTS

Cost Center oescription

COST LIiIITATXON
.cost rer Visit computation

1.00 lski'lled ttursing care
2.00 | ehysical Therapy
3.00 loccupational Therapy
4.00 speech eathology
5.00 iuedical Socia'l services
6.00 inome Health eide
7.00 irotal (sum of lines L-6)

cost center oescription

LJmitation cost computatlon
8.00 rskilled Nursing care
9,00 Physical rherapy
10.00 occupational Therapy
11.00 speech Pathology
12.00 Medical Social services
13.00 rHome Health Aide
14.00 iTotal (sum of lines 8-13)

cost center oescription

Su,pplies and Drugs cost corqrutations
1-5.00 cost of uedical Supplies
16.00 cost of orugs

cost center Description

GIBSON GENEML HOSPITAL rn Lieu of Form CM5-2552-10
worksheet H-3
PATtS I-II
Date/Ti me

TitIe XVIII Home HeaIth
Agency I

' Total HltA
r costs (cols.
. 1+2)

PPS

visits ;

I c.db i

OR BE]IEFICIARY I

shared
anci 1 1 ary

costs (from

r Tota'l

cost Limits

From wkst.
H-2 Part r,

col. 28, line

0

7s6i
s40i

s6i
16i

oi
319i

t,687i
Shared

00

Record) i
I

4,00 l

367 ,92

111,91
479,83

cBsA No. (1)

1.00

iFrom Wkst. c,
i Part I, co'l .

; 9, line

1,928 1 1.00
r,L79i 2.00

189 i 3.00
2s i 4.00
oi s.oo

6J) i b. uu
4,156 1 7.0!

121780

]zrzeo
121780
121780
121780

]21780

I raci I ity
I costs (from
I wkst. H-2,
I Part r)j 1.00

i 367,922)
0l 0l
0l 0l
0l 0

0i
111-, 91-4

0l 479,836r

0l
0i
0l
0i
0i

0
0
0
0
0

0l
SHARED }IOSPITAL

9i '991
b/.uul
68 .001
71 .001
73.ool

rrogram visits l

PATI B

Part A Not Subject subject to
to oeductibles

Deductibles &

. coinsurance I 
.

2.00 3.00 : 4.00

602
374
8el
1)

0l
296)

!,373)
TOTAI HHA

| 14
L-::

Total Charges I

/C-^- ,rrr^ iAncillary i costs (cols. (from HHA
costs(from: 1+2)

Part rr)
2 .00 3 .00

cost to
charge Ratio

1.00
DEPARAENTS

0.312536i
0.257242:1
0. 3690311
0. 300880i
0.414180i

I!,4271 --S,090.] rs.oo
0t 0l 16.00

Total HHA HHA shared
charg€(from lnci'llary

provider costs (co1, 1 i

records) x col. 2)
2.00 3.00

0i
0i

8 .00
9.00

r-0.00
11.00
12 .00
13 .00

r".00
2 .00
3 .00
4 .00
s .00

j

PART II - APPORTIOI'S'IEI{T OF COST OF HHA SIRVICCS TUTTTSHEO EV
1.00 lPhysical rherapy
2.00 ioccupational Therapy
3.00 lSpeech Pathology
4.00 lcost of Medica'l supplies
5.00 cost of orugs

Provider ccN: 151319 | Period:

!57445 lro 09/30/201,2

Pert I.,I) , 12.00 I 3.00
PART I - coilruT Txoll oF LESSER OF AGGREGATE PROGnAII COST, AGGREGATE OF THE PROGRATII LxlrlITATIOl{ COST,

;l
ol
ol
ol
4l
-lol

2 .00i
3.ool
4. ool
s.001
6 .001
7 .001

8 .001
e.o0l

r,4271
0l

MCRrF32 - 3.5.136.0
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Health Financial

LJmitation cost computation
8.00 iskilled Nursing care
9.00 ehysical Therapy
10.00 rOccupational rherapy
11.00 I speech Pathology
12.00,uedical social Services
13.00 ruome Health Aide
14.00 ,Total (sum of lines 8-13)

cost center Description

.supplies and Drugs cost Coilputations
15.00 ;cost of uedical Supplies
16.00 cost of orugs

cost center oescription

1.00 i Physical Therapy
2.00 occupational Therapy
3.00 speech Pathology
4.00 cost of t',tedical Supplies
5.00 cost of Drugs

GENERAL HOSPITAL In Lieu of Form cM5-2552-10
APPORTIONMENT OF PATIENT SERVICE COSTS

T,i tI e XVIII Home Hea PPS
Agency I

Program visits
i Part gI I partB

Cost Center Description I Av€rage Cost i part A i Hot Subiect Subject to
Per visjt i I to :oeductibles &(co].3+ I loeductibles& coinsurance
C.ol. 4) I l coinsurance 

,
t | . 1/ !v I rtJut attLc

5.00 6.00 7.00 8.00
PART I - COITIPUTATION OF LESSER OF AGGREGATE PROGR^III COST, AGGREGATE oF THE PRoGnAIII LIIIIITATIoN cosT, oR EEi.IEFICTAIY
COST LIIIIITATION
Cost P€r vlsit Coflputation

cost center Description

1.00 iskilled Nursing care L90.831 7561 602i
2.00 : ehysical rherapy 0.001 540 374i
3.00 occupational rherapy ] 0,001 56 89i
4.00 speech eatho'logy I 0.001 16 1Zi
5 .00 j r',redi ca1 soci al servi ces I O .OOI o1 Oi '

6.00 Home Health Aide | 134.03J 3r_91 296i 
I7.00 rrotal (sum of lines 1-6) | I 1,6s71 1,373i

prol/iderccrrr'. 151Xg-Tperiod: -throrksheet H-3 -
I Fron IO/OL/2011 i parts l-rr

HHA ccN: t57445lro O9/30/2OLZ I oateTrime prepared;

' i 2/20/2013 1:52 om

5,0016,00i7,00t8,00:9.00

Program Covered Charges

1.00
2 .00
3 .00
4 .00
s .00
6.00
7 .00

8. 00
9.00

10.00
LL.00
12 .00
13 .00
14.q0

Ratio (col. 3l
+ col. 4) .

l

PATI A

I o.oo

PATI B
j r.rot subject . subiect to
I to Deductibles &
I oeductibles & Coinsurance
i coinsurance
i 7.00 8.005 .00

0.460471
0. 000000

1 4.00
'PART II - APFORTIONIIET{T OF COST OF HHA SIRVICES FURNXSHED 8Y SHARED HOSPITA! DEPARTMENTS

I

Transf€r to part r as
Indi cated

l. 2, line 2.00 
1

l. 2, line 3.00
1. 2, line 4.00 i

l. 2, line 15.00 
i

1. 2, line l-6.00

1.00
2 .00
3 .00
4.00
5 .00

MCRrF32 - 3.5.136.0
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Health Financial Systems
APPORTIONMENT OF PATIENT SERVICE CO5T5

GIBSON GENEML HOSPITAL

Cost of Services

I Part B

Part A ] Not Subject i Subject to Total Program
i to ioeductib'les &, cost (sum of

cost center Descriotion

PART I - COIPUTATIOI{ OF LESSER OF AGGREGATE

COST LI]iIITATION
cost Per vlsit computatJgn
rskilled Nursing care
lehysica'l Therapy
occupational Therapy

iSpeech Pathology
tvledi cal soci al servi ces

IHome Health Aide
iTotal (sum.of lines 1-6)

cost center Description

Linitation cost conputation
'skilled Nursing care
Physical Therapy
occupational rherapy
speech eathology
tledica] Social Services
Home Health Aide
.Total (sum of lines 8-13)

9.00
PROGRAJII COST,

;oeductib'les &l coinsurance i cols. 9-10)
, coinsurance

10.00 11.00 12.00
AGGREGATE OF THE PROGRAII LIilTTATION COST, OR BSNEFICIARY

provider ccN: 151319

L57445

tIE XVIII

114,880
0
0
0
0

39, 673
1_s4,!s3

Period: I worksheet u-3
rrom L0/OI/2O11 i Parts r-rrro 09/3o/z0tz | ?elglljqC erepared:

illioT|oli 1,i2-pn---
Home Hea PPS

Agency I

1.00
2 .00
3 .00
4.00
5 .00
6.00
_2.00

8 .00
9.00
10.00
11.00
12 .00
13.00
14.00

L44,267t1
0l
0
0l
0l

42,756
187, 0231

259,r47
0i
0l
0t

0l
82,4291

94L,V.A _

1. 00
2 .00
3 .00
4.00
5 .00
6 .00

I AAA

I

i10.00 11 .00 12 .00

Cost of Services

i Part B

i ttot subject I subject to ,I to Deductibles &.
]oeductibles & coinsurance
I coinsurance i

I 10,00 _ 1l-.00

-r- -

f__

i 8.00
i 9.00
I ro.oo
i 11.00
i 12.00
i r:.oo
I 14.00

1-5 .00
l_6.00

cost center Description

supplj-i ind orggs cost computations
15.00 cost of medical supplies
16.00 cost of Drugs

PATI A

9.00

McRrF32 - 3.5.136.0
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Health rinancial HOSPITAL
CALCULATION OF HHA REIMBURSEN4ENT SEfiLEI4ENT

1.00
2 .00

3 .00

4.00

with 42 cFR 413.13(b)
5.00 ,Ratio of line 3 to line 4 (not to exceed 1.000000)
6.00 iTota'l customary charges (see instructions)
7.00 iExcess of total customary charges over tota'l reasonable cost (complete

only if line 6 exceeds line 1)
8.00 iexcess of reasonable cost over customary charges (complete only if line

11 exceeds line 6)
9,00. lPrimary payer amounts

In Lieu of
worksheet H-4
P TI I-II
Date/Time Prepared:
2/20/2013 1:52 om

Tit XVIII

PATI A

Home Health
Agency I, Part BI Not subject , luuject to I

to tDeductibles &l
Deductibles &l co'insurance l

i coinsurance 
,

2.00 3.00

l

PART I - COiPUTATTO}I OF THE LESSER OF REASOMBLE COST OR CUSTOITIARY CHARGES 
]..00

Reasonable cost of Part A & part B services
iReasonable cost of services (see instructions)
iTotal charges
custonary charges
iAmount actua'l1y collected from patients liable for payment for services
on a charge basis (from your records)
Amount that would have been realized from patients liable for payment
for services on a charge basis had such payment been made in accordance

0i 0i
0i 0l

oi oi

0i
olI
0l

ol

l-.00
2.00

3 .00

4.00oi

i

0.000000i
ol
o-t

0l
l

0l

0.0000001
0i
0i

0i

0i
PATt A

sefvi ces
1. OO

- --a'i-
204,351i

0i
?,6781
4,781i

0i
0
0
0
0l
oi

2r.r., 810i
0

211", 810]

211,810i
0l
0i

21r., 8r.0i
0i

21-1-, 8Loi
21-1, 810

0l
0l
o:

I

0.000000i 5.00
0l 6.00
0r 7.00

i0i 8.00

oi e.oo
Part s 

Iservices I- zoo
PABT II - COIiIPUTATION OF HHA REIUBURSEUEilT SETTLEMEI{T

10.00 rolal reasonable cost (aee instructions)
11.00 'Total PPs Reimbursement - Full episodes without outliers
12.00 Total pps Reimbursement - Full eoisodes with outliers
13.00 Tota'l pps Reimbursement - LUPA Episodes
14.00 irotal PPs Reinbursement - pEp episodes
15.00 Total pps outlier Reimbursement - FulI Episodes with out'liers
16.00 Total PPs outlier Reimbursement - pEp Eoisodes
17.00 Total other Payrnents
18.00 DME Payments
19.00 oxygen Payments
20.00 Prosthetic and orthotic payments
21.00 ipart B deductibles billed to tvtedicare patients (exclude coinsurance)
22.00 Subtotal (sum of lines 10 thru 20 minus line 2l-)
23.00 excess reasonable cost (from l'ine 8)
24.00 subtotal (line 22 minus line 23)
25.00 Coinsurance billed to program patients (from your records)
26.00 Net cost (line 24 minus line 25)
27.00 neimbursable bad debts (from your records)
28.00 neimbursable bad debts for dual eligible beneficiaries (see instructions)
29.00 Total costs - current cost report'ing period (1ine 26 plus line 27)
30.00 oTHER ADIUSTMENTS (SEE TNSTRUCTTONS) (SpECrFy)
31.00 ]subtotal (line 29 plus/minus line 30)
32.00 llnterim payments (see instructions)
33.00 iTentative settlement (for contractor use only)
34.00rBalance due provider/program (1ine 31 minus lines 32 and 33)
35.00 Protested amounts (nona11owab1e cost report items) in accordance with ctvls pub. 15-rr,

section 115.2

10.00
11. 00
12 .00
13 .00
14 .00
15 .00
16.00
17 .00
18 .00
1.9. o0
20.00
21.00
22.OO
23.00
24.00
25.00
26. 00
27 .00
28 .00
29 .00
30 .00
31. 00
32 .00
33 .00
34 .00
35 .00

0
,763.
,5991
,oori
,983 i

924i
0i
0i
0
0l
ol
oi

,930 i

oi
,9301

0

,930
0l
0i

,930i
0i

,930 i

,s2ei
0
1
0l

f / o

3

3

186

r60

186

L86

186
186

Provider ccN:1-51319

HHA ccN: L57445

peri od:
Fron IO/O1/201L
ro 09/30/2072
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Health Financial svstems
ANALYSIS OF PAYMENTS TO PROVIDER.BASED HHAS FOR SERVICES RENDERED TO
PROGRAM BENEFICIARIES

1.00 Total interim payments paid to provider
2.00 Interim payments payable on individual bills, either

submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,

rwrite "NoNE" or enter a zero
3.00 ]List separately each retroactive lump sum adjustment

lamount based on subsequent revision of the interim rate
'for the cost reporting period. also show date of each
ipayment. rf none, write "NoNE" or enter a zero. (1)
!,tggraln to Provider

3.01 ,

3.02 
1

3.03 
i3.04 i

3.05
ProvJder to. ProSrarl

3.50
3.51
3.52 l

3.53 l

3.54 l

3.99 subtotal (sum of lines 3.01-3.49 minus sum of lines
3.50-3.98)

4.00 Total interim payments (sum of lines 1, 2, and 3.99)
i(transfer to wkst. H-4, Part Ir, column as appropriate,
line 32)

iTO BE COIIIPLETED BY CONTRACTOR

S,OO ,-it sepirately each tentative settlement paymenl after
desk review, Also show date of each payment, rf none,

r-!vl:l_t_e.':Nol!E" or enter a zero. (1)
,Program !o, P-!"ovi der

5.01 l

). UZ

5 .03
Prov,ider to P!"ogram

5.50
5.51
5.52 l

5.99 Subtotal (sum of lines 5.01-5.49 minus sum of lines
s.s0-s.98)

6.00 ,oetermined net settlement amount (balance due) based on
'the cost report. (1)

6.0]. SETTLEMENT TO PROVIDER
6.02 SETTLEMENT TO PROGRAI4

_Z . 00 _i Tolel_f"teCigqlg_-prog ram _1 i abi 1 i ty (see i nst ructi ons)

g .0o --Name of contrJctor

Provider ccN: 151319

!57445

Inpatient Part A

rn Lieu of Form CMS-2552-10
worksheet H-5

Fron !O/0U20L!
ro 09/30/2012

Home Health
Agency I

Date/Ti me

PATt B

nn/dd/yyyy
1. 00

A.mgu.nt

2 .00
211, 810

0

nn/dd/yyyy
3 .00

0l
01

0i
0i
0t _

oi
0i
0i
0i
oi
0i

I

211,, 81oi
l

i
L

i

i

i

l _-_. "

oi
0l
0l

3 .01
3.02
1.03
3 .04
3 .05

b
0
0
0
0
0

186,929

J.)U
5. )r
3. 52
5. )5
3.54
3.99

4 .00

5 .00

5 .0r-
5 .02
s.03

211 L8L0 _
Contractor

Nunber
1.00

5. s0
ol s.s1
0l s.s2
oi s.ee

I

I

I 6.00

1 6.01
0 6.02

186,930 I 7.00
Date -- --i-----'.

ol
0i
oi
0l

i

oi
0

l

t0 ,(uo/oay/vr), ,1,,.,2.00 I

---i-8.00

MCRrF32 - 3.5.136.0


